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SOCIOLOGICAL IMPLICATIONS IN MODERN 
PSYCHIATRIC THOUGHT.* 


3y KENNETH J. TILLOTSON, M.D., M. Sc., 
McLean Hospital, Waverly, Mass. 


Psychiatry like other departments of medicine is in part an 
applied science for many of the sciences such as physics and chem- 
istry are utilized in various aspects of our modern medical work 
not only in research but also in the clinic. This is almost equally 
true of psychiatric research and clinical work since modern psy- 
chiatry deals with a psychosomatic study of the individual patient 
instead of with disorders of the mind alone or with mental dis- 
turbances erroneously conceived as independent of their somatic 
complications. The important variables in every psychiatric pa- 
tient—like personality or genetic and sociological peculiarities—are 
no longer forgotten or neglected. 

In other words, the theories advanced by Meyer in his appli- 
cation of the principles of psychobiology lead in almost every 
patient’s case to a psychobiological analysis and to a diagnosis in 
terms of individuation and totality. The reaction of the patient or 
the psychobiologically integrated workings of the individual 
(ergasias) are evaluated and studied by us as psychiatrists from 
a psychodynamic point of view. These foregoing theories and 
concepts seem to be very generally utilized by modern psychiatrists 
although they are not always formulated in Meyer’s terms. Thus 
in psychiatry, perhaps even more than in other branches of medi- 
cine, we see the importance of all kinds of sociological elements or 
factors. This statement is too obvious to need illustration, but in 
case there should be any question consider for a moment any 
patients that you may be studying and treating in your hospitals or 
clinics at the present time. 

I have found the concepts of Pareto useful not only in dealing 
with the sociological data obtained in routine psychiatric studies 
but also in the appraisal to a first approximation of all the factors 
involved in case histories. Furthermore, in a special research in- 
vestigation of a series of patients diagnosed as chronic alcoholism 


* Read at the ninety-second annual meeting of The American Psychiatric 
Association, St. Louis, Mo., May 4-8, 1936. 
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we have found Paretian principles helpful in recognizing and isolat- 
ing the more important variables from the mass of sociological 
data contained in the biographic history of each patient. Pareto’s 
theorems have also been found useful in this particular research 
in the investigation of the personality characteristics as well as the 
more genetic-dynamic factors, so that we have accomplished in an 
intensive study and treatment of this series of 50 cases of chronic 
alcoholism at McLean Hospital the application of the principles of 
Pareto on a logico-experimental basis. While this study has been 
in progress only two years and our report is at present preliminary, 
it is apparent to us that by using Pareto’s methods we have made 
a more comprehensive survey, evaluation, and consideration of the 
sociological data and personality components together with the 
important variables involved than heretofore in similar studies. 
This leads to the recognition of an analogy between psychiatry and 
sociology. 

Psychiatry in its modern development and practice touches not 
only every aspect of human behavior but a great many branches of 
knowledge, among these in particular, sociology. 

It is through a recognition of the factors common to both sub- 
jects that sociology is found to have much to contribute to psychi- 
atric thought and practice. Both of these subjects must depend on 
other sciences for the formulation of many of their concepts and 
theories as well as for analysis of the specific material dealt with. 
This latter consideration is important and emphasizes the next 
point in this paper. 

Paretian sociology is set forth in a treatise on general sociology 
entitled “ The Mind and Society.” Many of the clearly defined and 
precisely characterized concepts, “ residues,’ and “ derivations ” 
and especially that class of residues called “ persistent aggregates ” 
are unmistakably useful to the psychiatrist. In like manner many 
of Pareto’s careful inductions have been found in our work experi- 
mentally useful in the study of psychiatric patients. 

Residues are uniformities in the expression of sentiments that 
may be widely observed in the utterances of men or in their be- 
havior; for example, home as distinguished from house, justices 
as distinguished from law, truth as distinguished from fact. Com- 
plexes are among the residues, but residues are more often normal 
than pathological. 
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Derivations include Bacon’s Idols, rationalizations, assertions, 
appeals to authority, reasoning by accord of sentiments, and verbal 
tricks in general. A far wider class of phenomena than mere 
rationalizations, derivations also are in general “ normal” rather 
than pathological. 

The treatise on general sociology as elucidated in the seminar 
course at Harvard University by Professor Lawrence J. Hender- 
son, a physiologist and scientist, emphasizes further to the writer the 
scientific assistance that the treatise and its interpretation can give 
to psychiatry. Psychiatry has been criticized as weak in scientific 
methods and formulations. The psychiatrist realizes that in much 
of his clinical work, dealing as it does first of all with the complaint 
problem of his patients, usually referred to as the symptoms of 
nervous and mental illness, there are a great many variables in- 
volved that have defied scientific formulations according to the 
examples of mathematics and physics. In this respect, Paretian 
sociology has utilized the scientific principles and logical formule 
of the sciences of mathematics, physics, and economics. We have 
found it useful to take from this treatise on general sociology the 
concept of mutual dependence instead of dealing with cause and 
effect and the theory of approximation and the systematic choice 
of variables instead of a hit-or-miss guess. Facts are based on 
logico-experimental evidence instead of appeals to authority and 
verbal proofs or more affirmations. These and many other equally 
important concepts aid the psychiatrist in distinguishing the various 
elements in a given patient’s sociological situation. These factors 
go far toward a rational method of dealing with the more funda- 
mental or, shall we say, genetic-dynamic and sociological factors 
in a given patient study. It is true that these factors or the per- 
sonality characterizations of our patients sometimes seem to be 
only indirectly involved but at other times they may have precipi- 
tated the disorder or led to the manifestation of the complaint prob- 
lem. These factors may be economic, loss of job or social posi- 
tion, divorce or domestic trouble, sex difficulties, inability to obtain 
a certain rank in society or social recognition, dissatisfaction with 
the environment, the home situation, disappointment over the birth 
of a daughter when a son was wanted. Discrepancy between desire 
and attainment (manifested as residues) in a social, economic, edu- 
cational, and cultural status with the rationalization (derivations) 
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with which every psychiatrist is familiar have been given a scientific 
evaluation by Pareto as “ persistent aggregates” and sentiments 
of personal integrity. The manifestation of sentiments as a type 
of reactive behavior he analyzes into “residues ” and “ derivations.” 

It will be seen that societies and nations, that is, collectivities, are 
influenced by these individual mechanisms. By analyzing past and 
present societies Pareto has also given us much of historical interest 
that can be applied to the patient or to our psychobiological inter- 
pretation of the individual. This is one value to the psychiatrist 
of the use of Pareto’s characterization of the social system. Next 
in importance is the concept of logical and non-logical action. Here 
Pareto makes a clear distinction by noting that the direct conse- 
quence of an action may be considered in two aspects, first, as it 
really is, and, second, as it appears to certain men. Some distinc- 
tion is necessary in order to classify separately such operations as 
those of a chemist, on the one hand, and those of a magician, on 
the other. “ Next he defines the terms ‘ objective’ and ‘ subjec- 
tive.’ The aspect of things and events as they really are, or, speak- 
ing more carefully, as the most complete available knowledge of the 
facts represents them, is objective. The aspect of things and events 
as they appear to a particular individual is subjective. These two 
aspects may be approximately identical, or more or less different, 
or altogether unlike. Logical actions are defined as actions of which 
the anticipated direct consequences are [probably] objectively and 
subjectively identical [to a first approximation]. Here I have 
introduced in brackets the limitations upon the definition that Pareto 
again and again insists upon as invariably implicit in all his state- 
ments of fact, inductions and even deductions. All other actions 
are non-logical.” 

It should be noted that either or both consequences may be ab- 
sent. From the scientific standpoint this definition seems to involve 
but one difficulty, namely, that of determining subjective conse- 
quences, that is, the results that a man expects from his actions. 
Experience shows that a sociology from which the study of sub- 
jective consequences is excluded is an inconveniently restricted 
science. A good inductive proof of this conclusion may be observed 
in the importance of intent in law. 

This foregoing concept dealing with the subjective and objective 
is of primary importance to all inter-personal relations and espe- 
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cially to the most important one from our point of view—the physi- 
cian-patient relation. This has been elaborated in accordance with 
the doctrine of Pareto in a paper by Henderson entitled “ Physician 
and Patient as a Social System,” containing much of value to all 
physicians. Another important factor in all patient-physician rela- 
tions or in all interpersonal relations is the use of words to express 
ideas or sentiments. Pareto has made valuable and accurate in- 
ductions on the use of words. This might be referred to as the 
linguistic potential and is important in psychiatry not only to 
express the mental content but to conceal the mental content and 
the true character of the patient’s thinking or mentation. This, 
together with our recent correlated studies of the heart rates and 
the behavior of psychotic and neurotic patients indicates that the 
habit patterns in language and actions of our patients render them 
more understandable and hence lead us a long way toward methods 
of treating them. 

The value to psychiatry of Pareto’s logico-experimental con- 
cept, instead of appeals to authority which are too often found in 
much of our psychiatric literature, offers a difficult but salutary 
lesson. This is emphasized further by a chapter in the treatise 
called, ‘‘ Fact and Sentiment.” This is a differentiation and evalua- 
tion that must be constantly checked in our clinical psychiatric 
work in dealing with the multitudinous problems and experiences 
of our patients. The chapter on ‘ Deed and Word” carries this 
scientific procedure a step further and places the question of the 
sentiments and motivations and the behavior resulting from these 
as a manifestation of sentiments in the form of “ residues” and 
‘“ derivations”’ in a clear-cut relation to all types of behavior, 
logical and non-logical. 

In out-patient department cases the emotional factors associated 
with or in many instances antedating the peptic or duodenal ulcer 
symptoms are due to sociological factors such as inability to achieve 
a social position or security, to the lack of luxuries and diversions, 
and to other effects of poverty. Other economic situations such 
as loss of position through no fault of the patient or loss of fortune 
are sociological factors and problems where the Paretian schema 
can be most helpfully applied to better understanding and formula- 
tion of the problems involved. 
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The psychoneurotic person sublimates his “ persistent aggre- 


gates” in bodily symptoms and complaints. Acknowledging the 


role of an unconscious and the theory of repression, we still have 


the problems of life that are not satisfactorily resolved or met and | 
the burdensome economic condition as well as the factors of tem- | 
peramental differences in the home situation or personnel. t 

University students have difficulty in meeting the new adjust- ; 


ment requirements in the university. The sociological factors in- 
volved are numerous and variable. They finally summarize them 
in panic states by a childhood expression of fear. Several students 
have said on talking over their complaint problems, “ I fear Har- 
vard.” Each of these students had different psychological and 
sociological backgrounds. Nevertheless, the sociological compo- 
nents can best be understood through a systematic formulation and 
resolution of these factors in accordance with Pareto’s concepts. 
Pareto’s treatise on general sociology, or “‘ The Mind and Society,” 
is an important work to the psychiatrist because he is dealing with 
just these factors, that is, mind and society. Pareto’s sociology 
touches all phases of human society and deals with them in a 


a 


logical, orderly, and understandable manner. Furthermore, it 
utilizes the logic of the sciences. Most psychiatrists have no con- 
ceptual scheme to use in dealing with the sociological factors in 
the patient’s life situation and environment. This conceptual 
scheme of Pareto’s offers one. 

Pareto’s theory of residues and their combinations with the 


“ derivations ” and their classifications, with innumerable examples | 
drawn from his great knowledge of literature, history, science, and 
experience in the affairs of men, leads to many valuable inductions 
that can be used by any one dealing with human relations. This | 
work brings the psychiatrist into a broader range of knowledge, 
always at a scientific level, with a logical step-by-step progression, 


with illustrations and examples and even mathematical formule. 
The mathematical analysis is actually applied to illustrate more pre- 
cisely the validity and utility of this conceptual scheme in working 
up widely divergent data. 


These sociological data the psychiatrist is forced to consider with 
a meager equipment at best except from the psychological and 
medical standpoint. These latter concepts, to be sure, have been 
elaborated in our psychobiology. They lack, however, the proper 
emphasis on the sociological or environmental situation of our 
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patients. The psychosomatic concept and the idea of individuation 
or organism-as-a-whole is thus more adequately dealt with. The 
patient as a whole in his particular society with various environ- 
mental peculiarities, stress factors of a religious, economic, occupa- 
tional, political, social, racial nature together with his emotional 
responses (the latter partly accounted for in the psychosomatic 
responses or ergasias) are more intelligible through a considera- 
tion of residues and derivations and their combinations. It often 
perplexes the psychiatrist to evaluate environmental or family situ- 
ations and to estimate the relative importance of a series of situa- 
tions such as an unsatisfactory sex relationship between husband 
and wife. Then there may be a mother-in-law situation, a bad 
economic problem, and a child who was born blind, and then let 
us assume the wife becomes our patient. Through a study of the 
residues involved the derivations can be readily worked out. Ac- 
cording to Pareto’s classifications it is much easier to arrive at the 
relative importance of these precipitating or contributing causes or 
factors. True this does not solve or give us complete understand- 
ing of the personality factors but it might be even extended an 
appreciable distance in that direction on an experimental basis since, 
given a group of derivations, we can readily determine the nature 
of the residues. Furthermore, emotional responses indicate our 
personality type. 

It is clear that these concepts are directly applicable and become 
automatically so to one trained in Pareto’s methods and analogies. 

The value of this treatise as a liaison between psychiatry and the 
different sciences and numerous branches of human knowledge 
becomes clearer and clearer as one becomes accustomed to its use. 

One of our important functions as physicians and psychiatrists 
is the use of psychotherapy in the treatment of the various psy- 
choses and neuroses. The complaint problems are certainly as 
much social in their genesis and development as psychosomatic. 
We therefore have in this conceptual scheme a method of formula- 
tion with a comparative evaluation of the residue-derivation rela- 
tionship which is of inestimable help in the formulation and evalu- 
ation of our psychiatric material. 

Assistance in formulation goes far toward a solution of many 
of our psychiatric problems. That much found in the field of 
sociology has not been adequately applied and considered in our 
psychiatric work either directly or from a research point of view 
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cannot be denied. A further difficulty in the past has been too little 
collaboration between psychiatrists and workers in the acknowl- 
edged scientific fields. We have taken steps forward in this respect, 
first, by carrying our psychiatric work into the various clinics and 
wards of the general hospital, and, second, by carrying it into the 
Hygiene Department of the University (Harvard). Now we see 
more clearly that progress in the specialties themselves is being 
blocked by a lack of understanding of the relationship between 
them. Scientists, commenting on the tremendous gain which has 
accrued to us during the past decades of specialization, are now 
calling attention to the fact that many of the most important of 
our problems lie between sciences and cannot be promoted without 
going beyond the confines of a specialty. This seems particularly 
true of our situation in psychiatry. 

Our clinical psychiatric work thus far with the general hospital 
patients and in the Hygiene Department of Harvard University 
suggests several special projects for further investigation from 
combined psychiatric and sociological viewpoints; for example, 
the genetic and sociological histories in university students with 
personality and emotional difficulties should be studied. Then com- 
parative biographic studies should be made of a similar number 
of students whose adjustments are considered satisfactory and 
whose lives seem free from neurotic symptoms or other psychic 
or emotional disturbances. A control group with physical disease 
symptoms could be studied in the general hospital and still another 
group of known psychotic patients at McLean Hospital to make 
this investigation of further interest and value. 

This paper representing the clinical application of a scientific 
treatise of sociology in the field of psychiatry with material supplied 
by patients in the clinics and wards of the Massachusetts General 
Hospital, in the Hygiene Clinic of Harvard University, and by the 
variety of psychotic and non-psychotic patients in McLean Hospital 
offers a logico-experimental basis in fact for further serious con- 
sideration by psychiatrists of this treatise. 


SUMMARY. 


I. Pareto’s analysis of the mutual dependence between the indi- 
vidual and society is readily applicable to the work of the 
psychiatrist. 
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2. His treatise is a scientific work, based upon wide knowledge 
and experience in mathematics, physics, engineering, economics, 
and history. 

3. The breadth of its scope is such that it affords invaluable 
sociological training to the psychiatrist. 

4. Pareto’s conceptual schema, has been found remarkably effec- 
tive in use as an aid in clarifying thought and in the specification 
of problems. 

5. It makes possible the furtherance of the psychiatrist’s thought 
to an important domain beyond that considered by Meyer. 
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DISCUSSION. 


Dr. Frank J. O’BriEN (New York, N. Y.).—I regret that I did not 
have the opportunity of reading beforehand this very fine paper because it 
suggests directions of thought which not all of us may have been following 
very carefully. 

I am rather fearful of trying to reduce human behavior, in our present 
stage of knowledge, to mathematical formule. There are too many things 
about the motivation of conduct that we know too little about, not only in 
terms of quality but also in terms of intensity. Psychiatrists at the present 
time are concerned mainly with the individual and it is mostly through 
these experiences that they are able to contribute to problems found in large 
social groups. 

In recent years psychiatrists have recognized the important relationships 
that exist between man as a psycho-biological organism and the environ- 
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any particular time. 


greater advantage of the contributions « 


field and, therefore, we have been hesitant, and ri 


1 1 
1 


those other fields. 


human conduct. But these cooperative enterprises must 


may work together. 


ig, 


us by those with whom we would associate ourselves. 


ment in which he lives. It is recognized that through this interplay there 
arises what we call the “ individual’s personality.” There is no doubt that 
a given environment has different values to different individuals and that 
several individuals will respond in different ways to the same environment 
or stimulus. Unless we know a great deal about the i: 
able to deduce from the nature of the environmental 
in which he will react to them. It cannot be worked out 


idividual we are not 


formule for these reactions are specific in nature for a given individual at 


It is for this reason, I believe, that we have to go carefully and slowly and 
not try to reduce human nature with its extreme complexity to a simplified 
formula. While it is true that psychiatry can profitably develop by taking 
f other groups, this is not neces- 
sarily a criticism of the shortcomings of psychiatry itself. 

After all, psychiatry, as the president stated in his address this morning, 
is a very young art and science. We haven't been any too sure of our own 
so, about going out 
into other fields in order to relate our limited knowledge and techniques with 


In the past few years, particularly, there has been a growing tendency to 
relate the field of psychiatry to other fields and arts that have to do with 
worked out very 
slowly and with due regard to the degree to which the leaders in these other 
fields see the need for psychiatry and wish our help. There are many hazards 
inherent in such efforts. It is a simple matter for us to sit down and work 
out, more or less in arm-chair fashion, how psychiatry can ai 
in other fields; but we have to be aware at the same time that these other 
fields have a great deal to say about the way and the degree to which we 


There are people in allied professions with open minds who wish to develop 
their field of work and who are willing and able to accept suggestions and 
assistance from allied professional groups, including psychiatry. On the other 
hand, there are those who cannot and will not. Too frequently, the coming 
in of any professional group to another group becomes a rather serious 
threat, a thrust at their security, and it behooves us who believe we have some- 
thing to offer, to do so with due respect for their desire for it and ability 
to accept it. The degree to which we, as psychiatrists, will make a contribu- 
tion in allied fields is going to be conditioned not merely by the amount of 
knowledge we have but, at least in the beginning, by the opportunity offered 


I feel rather optimistic with regard to this situation and I think the psy- 
chiatric group as a whole has been very wise in not forging ahead too rapidly. 


I think we have become increasingly cognizant of our responsibilities to and 
opportunities with other professional groups and of our dependency upon 
other arts and sciences for our growth. We are making efforts in both these 
directions and the results on many sides have been both satisfying and 
encouraging. 
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Dr. Grecory ZiLBoorc (New York, N. Y.).—The problem that was raised 
by Dr. Tillotson, and the very valuable warning uttered by Dr. O’Brien, are 
of paramount importance. 

The treatise of Pareto, presented to the English-speaking reader as a com- 
paratively new contribution to the social sciences, is about forty years old, 
and from the standpoint of the development of social science it is even older. 

If we psychiatrists are to be urged to take notice of the contributions made 
by sociology, we ought to bear in mind the outstanding characteristics of the 
social sciences. First—as was definitely pointed out by one of the leading, if 
not the leading, authorities in the field, Emile Durkheim—the sociologist does 
not and cannot deal with the individual. Second, the sociologist is eager to 
find a formula which he can apply to the development of forms, that is, the 
morphology of society and the relationship between its various forms and 
their parts, and at this point he touches upon the problem of a certain type 
of social dynamics. 

If we bear this in mind we shall easily understand why the social sciences 
began, about thirty years ago, to become gradually aware of the need to find 
out what contribution psychology, and particularly psychopathology and psy- 
chiatry, could make to social science. , 

In other words, the development of sociology in the course of the nineteenth 
century was away from mathematics and general philosophic formule. If 
one peruses the proceedings of the International Congresses of Sociology from 
1895, when they were inaugurated on a broad scale, until the close of 1913, 
one is impressed with the fact that the psychological school led by Durkheim 
and Tarde gained steadily in academic as well as scientific leadership. Soci- 
ology became aware that it must know more about the psychology, normal 
and abnormal, of the individual himself. 

Towards the close of the nineteenth century, seeking for what the psy- 
chiatrist would call today a clinical concept, Gabriel Tarde was led to invent 
the term “interpsychology” or “synergic psychology,” which essentially 
means the psychology of relationships between individuals. It would lead us 
too far afield were we to review in detail the whole process of the increasing 
role psychology began to play in social science. Our own Lester F. Ward and 
Franklin Giddings were the most brilliant representatives of this trend. 

As a clinical psychiatrist I should like to state that in emphasizing socio- 
logical sources, the psychiatrist is presented with the definite danger of 
falling into a deep logical trap; for while various formule of social relation- 
ships reflect certain principles of individual reactions, they give us no light 
on what is purely individual, and the ethnological and physiological back- 
grounds, for instance, are not taken into consideration except in a morphologi- 
cal sense. Hence, no sociological formulation takes care of the particular 
phenomena which are of primary interest to the psychiatrist. I should feel an 
ominous foreboding if, in accordance with the invitation of Dr. Tillotson, we 
were to accept, as he puts it, a conceptual scheme to be applied to our clinical 
investigations. The most important contribution to psychiatry during the 
past twenty-five years is the fact that we have learned to get away from con- 
cepts and to turn to clinical facts. What we are working with, then, is not 
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a conceptual but an empirical clinical scheme; the more we try to fit certain 
conceptional formule to the behavior of individuals, the less we should ex- 
pect productive discoveries in the field of clinical psychiatry. 

I should like, therefore, to state the following: The contributions of social 
science, in so far as these give us a general understanding of the Human 
Being—Human Being with a capital “ H” and a capital “ B’’—as a molecule, 
as an atom in the general system of the social universe, are of enormous value 
to the psychiatrist, for the psychiatrist must, after all, be a cultured man who 
absorbs the sum total of the trends of human thoughts “from the dustman 
down to the duke,” to use an expression of Lloyd George. But to utilize this 
knowledge for purposes of clinical schematization is fraught with danger, 
since it might smother the very thing we are supposed to study—the individual. 

In conclusion, let me illustrate how dangerous it is for the sociologist to 
borrow blindly from other sciences—in this instance from the field of biology— 
in order to create conceptual schematization, and let me state that the same 
is true of the biologist or the psychiatrist who tries to schematize the con- 
cepts of sociology in his respective science. One of the leading sociologists 
of the nineteenth century, obviously under the influence of the Darwinian 
wave, addressed an International Congress of Sociology thus: “ The army 
as a defensive force corresponds to the exodermis; the brain is represented 
by the government, philosophers, scholars and writers; the telegraph wires 
are the nerve fibres; the roads and the merchants who travel over them are 
the blood vessels; the capital is the head of society; the stock exchange is 
the heart; the bankers are the vasomotor nerves; the factories are the 
glands ; the leisure class suitably represent the sebaceous glands; and finally, 
the excretory apparatus is represented by the police and the courts.” 

I am not sure that the Sociological Congress laughed. 


Dr. ABRAHAM Myerson (Boston, Mass.).—It is with considerable amuse- 
ment that I find myself more or less in agreement with Dr. Zilboorg. 

Last winter, my friend Tillotson talked Pareto to me until I was dazed 
and ashamed of my ignorance; so last summer, I read Pareto, four thick 
volumes, one million words, and found Tillotson hadn’t read it up to that 
time himself. 

I read Pareto. I started to read him with a completely open mind as to his 
value, not to psychiatry, but to sociology. After all, Pareto isn’t to be read 
for his value to psychiatry, except as the psychiatrist learns something about 
the social structure and human life as Pareto sees it. 

I found certain things in it that made me throw him out of court as an im- 
portant figure, as far as 1 am concerned. I say a man is a scientist, first of 
all, if he maintains a scientific attitude and that attitude is marked, first of 
all, by objectivity so that the individual views his predecessors with equa- 
nimity and discusses them honestly and fairly; if at no time it appears that he 
thinks he knows everything about the particular subject he is discussing, and 
everybody else knows nothing; and thirdly, if he defines his terms with some 
degree of sureness and uses words so that at all times they mean approximately 
the same thing. 
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Pareto, throughout his four volumes, talks of the great men who pre- 
ceded him and from whom he borrowed a great deal of material, with scorn, 
with contumely, with sarcasm, with brutality. There isn’t one decent, fair 
reference to Spencer, to Kant, to Mill, to Hegel, all or any of the great 
sociologists who preceded him; to the psychologists, to James, to Fraser. All 
the way through it is “ That dolt, that jackass, that blockhead,” terms that 
do not belong at all in a scientific treatise. 

The second criticism: All the way through Pareto knows everything about 
everything. He knows why the Roman Legions under Cesar did something ; 
he knows all about it; he was there, apparently. There is not one note of 
dubiety or lack of assurance from one end of those million words to the 
other. It is a book full of cocksureness and egoism. 

It was written, not as Dr. Zilboorg says, forty years ago, but twenty years 
ago. It may have been started forty years ago, but it was written twenty 
years ago. Whenever it was written, he preserves the egotism of youth into 
the irritability of old age, and in complete measure. 

Then the definition of terms: Here are the two things; residue and deriva- 
tions, the very heart of the problem. What is a residue? What is a deriva- 
tion? Residue, one time is sentiment, at another an instinct, further along 
a mental state, and next time nothing at all. And so with a derivation. 

He will draw diagrams that look scientific. You will find “A” equals the 
mental state of the individual. As well defined as if I would say, “ St. Louis 
is a city in the universe.” You wouldn’t know where St. Louis was, on that 
basis. Then he draws a line showing a human being; another showing his 
motive, and you know all about the situation, if you knew what the man’s 
mental state was and if you knew what his motive was. Other than that, 
you are sure of your ground. 

I do not know how in the world Pareto deceived Tillotson, or Henderson. 
I do know that in late months, some of the sociologists have recovered from 
their stupor, their first stupor, in which they said, “It must be good. There 
are a million words.” Now there are fine, critical articles about Mr. Pareto, 
which I advise Mr. Tillotson to read. 


CHAIRMAN CAMPBELL.—Pareto is evidently a very suitable topic for dis- 
cussion. 

It is, a priori, a little startling that an engineer, an economist, and a sociolo- 
gist, should be looked to as the Moses to lead psychiatry out of the desert 
of superficial descriptions. Medicine may however be as grateful to the 
engineer and the economist, as to the chemist Pasteur. 


Dr. KENNETH J. TiLLotson (Waverly, Mass.).—I was fully aware of 
what I was in for when I read this paper, because I had been promised it 
by “Abe” Myerson, at least. 

As a matter of fact, referring to the first speaker’s comments, I did not 
mean to say I thought psychiatrists were unscientific. I meant to say that 
other people have accused us of being unscientific, and it is perhaps, in trying 
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to improve my scientific knowledge in a liaison with a scientist, like Hen- 
derson, who is well-known to you as a biochemist and physiologist and who 
is giving a seminar on Pareto at Harvard University to interested members 
of the faculty, that I have noticed scme of our own shortcomings from a 
scientific point of view. 

It was in the hope of gaining from discussions of Pareto’s treatise on 
sociology some data relevant to the sociological aspects of our work in psy- 
chiatry, that I took it up. Dr. Myerson accused me of not having read it be- 
fore he read the four volumes. We took it up in the seminar before it was 
translated, and I read it from the galley proofs. I have now read the four 


volumes as they may be now obtained in English translation. 

The first speaker, I think, was correct in saying we should not accept any 
panacea or anything that looks tempting, to lead us out of our psychiatric dis- 
order, which would lead us into more disorder. I am very grateful for that 
caution. Dr. Zilboorg, who is a trained sociologist, as well as a trained 
psychiatrist, was absolutely right from the conventional non-scientific socio- 


logical point of view, and I am not sure but he was quite correct from the 
usual psychiatric point of view. 

I should like to point out that I did not mean to make any suggestions, 
purely as speculative ones, that we have used Pareto and his sociology further 
than to delineate the sociological data. To be sure, there is no way to substi- 
tute sociological theories in place of psychodynamic formulations. A syste- 
matic treatise of sociology that is scientific, such as Pareto’s, helps us to 


formulate our sociological data, and to get at many of the important variables 


in a scientific manner. Furthermore, I am very grateful for Dr. Zilboorg’s 
constructive comments, particularly from the sociologist’s angle. 

To come to Dr. Myerson: I had more than a little respect for Dr. Myer- 
son’s judgment, and I still have about certain matters. As a matter of fact, 
I think I have had the usual academic and medical training, and I only wish to 
say this, that I do not believe | would have gotten anything out of Parete, 
or been able to make any estimate of it alone, if it had not been interpreted to 
me by a man who is an able scientist, who was capable of understanding 
Pareto. After all, Henderson is that. 

In conclusion, I wish to say that this is a report of successful use within 
the limits I have specified, to a first approximation; secondly, nobody can 
effectively discuss Pareto in a few minutes; and third, the only significant 
objection to what I have said is, “I have thoroughly tried and failed”; that 
is, not until one has said he has tried this, studied it thoroughly and utilized it 
and failed, do I consider their objections valid. 
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THE EFFECT OF ARTIFICIAL FEVER ON THE 
CLINICAL MANIFESTATIONS OF SYPHILIS 
AND THE TREPONEMA PALLIDUM.* 


By CLARENCE A. NEYMANN, A.B., M.D., F.R.S.M. 


The idea of infecting a patient with one disease in order to arrest 
or cure another was originated by a psychiatrist long before the 
present classification of mental sickness was in vogue. It harks 
back to 1876 when Rozenblum? of Odessa first made accurate 
observations on certain of his patients, notably the syphilitic, who 
had recovered from mental states of excitement, dementia and 
apathy after epidemics of typhus and malaria. Later he purposely 
infected other patients with recurrent fever. He did this surrep- 
titiously. Rozenblum did not dare to publish this new and radical 
therapeutic procedure in Russia, but in 1880 Oks? translated the 
original article into German and revealed the true facts in a foot- 
note. After this, many febrile diseases were employed with success 
in the treatment of syphilis of the central nervous system. Malaria, 
recurrent fever and soduko, all have and have had their proponents. 
These facts are well known; a review of the literature, therefore, 
seems unnecessary. More recently injections of typhoid vaccine, 
animal proteins, and various organic and inorganic compounds, 
emulsions and drugs have been used for the same purpose. All these 
therapies have one common factor—fever. 

My interest in developing physical methods for producing arti- 
ficial fever was based on the assumption of the value of fever per se 
and resulted in the introduction of diathermic electropyrexia by 
Neymann and Osborne in 1929.7)* Since that time, a great num- 
ber of electrical devices and machines designed for the production 
of artificial fever in man have appeared on the market. It would 
lead too far afield to discuss their individual merits and disadvan- 
tages. Suffice it to say that we believe that our original diathermic 
technique is now out-moded. At present, we use electro magnetic 


*From the department of neuro-psychiatry, Northwestern University 
Medical School, Wesley Memorial Hospital, and the Cook County Psycho- 
pathic Hospital. 
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TABLE I. 
CLINICAL RESULTS IN TREATMENT OF DEMENTIA PARALYTICA WITH 
E.LECTROPYREXIA, 
Died as 
Complete result of 
No. of remis Im- treat- 
Authors. cases sions proved ment. 
Neymann and Osborne 25 16 2 
Neéeymann and Koenig? 50 12 13 
Pacheco e Silva, Passos, Fajardo and 

Maraues de 5 I I 
and Blalock 68 13 2 2 
Schiff, Misset and Trelles 12.............. 2 I 
Hlaiphen, Auciair, Crozon}®... 15 1 
Bishop, Horton and Warren !7......... .. 18 13 O I 
Schamberg and Butterworth !8............ 10 4 3 fe) 
McKay, Gray and Winans 19............. 28 3 1G I 
Neymann, Feinberg, Markson and Os- 

Freeman, Fong and Rosenberg 25......... 50 O 10 2 
Simpson, Kislig and Sittler 26............ 19 18 0 0 
Hooverson and Morrow ®°............... 25 13 6 fe) 
Neymann and Osborne 31................. 5 9 2 Oo 
Beerman, Hirschfeld, Epstein and Paul °°. 11 0 7 2 I 
Neymann—further cases to date.......... ¥ 4 I oO 
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induction to produce temperatures and combine this modality with 
an air-conditioned cabinet for maintaining the desired temperature 
of the patient once it has been reached. In other words, the cabi- 
net, Fig. 1, is used to keep the temperature of the air surrounding 
the patient at approximately 105° F. with a humidity of about 
85 per cent. The cable formed into a loop and resting under the 
patient carries a current oscillating at the rate of approximately 
fifteen million cycles a second. This primary current, a closed cir- 
cuit, produces the actual fever by means of secondary eddy cur- 
rents in the patient’s body. With this newest technique, the pa- 
tient has a certain amount of freedom of movement and burns 
are prevented. 

Without entering into the further details of the various machines 
and their use, let us now review what has been accomplished in the 
treatment of syphilis of the central nervous system with electro- 
pyrexia. Table I gives a survey of all published reports in the 
treatment of dementia paralytica. 

A total of 754 cases have been reported in the literature. Of this 
number, 213, or approximately 28 per cent, are accredited with a 
complete remission, while 260, or 35 per cent, are reported as 
improved and are now said to be no longer in need of hospitaliza- 
tion. Twenty have died as a direct result of treatment. This is 
approximately 24 per cent. Statistics of malarial therapy show 
that about 30 per cent achieve a remission or are greatly improved. 
Electropyrexia has more than doubled this percentage. The death 
rate attributed to malarial therapy varies between Io and 30 per 
cent. Certainly electropyrexia has decreased this death rate to a 
marked degree. Indeed if the newest type of apparatus described 
above is used by experienced personnel, the death rate is negligible. 

The treatment of the juvenile inherited form of the disease has 
always been a more difficult problem than the treatment of the 
adult acquired type. Table II gives a survey of the published re- 
ports in the treatment of this variant of the disease. Certainly most 
investigators have been impressed with the fact that some of their 
cases showed a favorable therapeutic response though it might be 
said, with justification, that the series is too small to draw definite 
conclusions. 

All workers have been impressed by the favorable response of 
tabes to treatment with electropyrexia. Sixty per cent of all cases 
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have shown definite clinical improvement directly after this therapy 
was instituted. This improvement consisted for the most part in 
the cessation of crises and lancinating pains and a seeming arrest 


TABLE II. 
CLINICAL RESULTS IN TREATMENT OF JUVENILE GENERAL PARESIS WITH 
ELECTROPYREXIA. 


No.of Markedly Im- Unim- 

Authors. cases improved. proved. proved. 
Simpson, Kislig and 4 

22% 56% 22% 


of the disease. Table III surveys the clinical results which have 
appeared in the literature. 

The mesoblastic forms of syphilis of the central nervous system 
also respond to treatment with electropyrexia. A large number of 


TABLE III. 


CLINICAL RESULTS IN TREATMENT OF TABES WITH ELECTROPYREXIA. 


No. of Im- Unim- 

Authors. cases proved proved. 
Menninger and Fellows I I 
Schamberg and Butterworth 18................... 3 2 I 
Beerman, Hirschfield, Epstein and Paul *°........ 20 12 8 

60% 40% 


clinicians have praised this therapy especially when applied to cases 
that are therapeutically resistant to arsenicals and heavy metals. 
The results are not as clear cut as in the parenchymatous forms 
since many of the patients who are finally treated with artificial 


fever have old paralyses due to organized hemorrhages, infarcts 
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and thromboses with concomitant permanent scar foimation and 
gliosis. 

Not counting the results achieved in the treatment of mesoblastic 
syphilis of the central nervous system, 853 cases of parenchymatous 
neurosyphilis have been reported by 60 different investigators. 
All of these workers, except Bamford *® and Freeman, Fong and 
Rosenthal,?> have been impressed with the results achieved and 
have praised the therapy. About 60 per cent of all cases were 
reported improved, arrested, in remission or cured. Twenty deaths 
were attributed to this therapy, less than 25 per cent. Such results 
cannot be brushed aside. The therapeutic effectiveness of electro- 
pyrexia can no longer be questioned. The death rate is so low 
that when once the technique has been mastered, it becomes negli- 
gible. We treat patients daily and have not experienced a death, 
a burn or an injury in over two years. Such unfortunate oc- 
currences are due to poor clinical judgment, poor apparatus or 
faulty technique. The past objections to electropyrexia on the basis 
of burns and injuries to the patient no longer exist. The worst 
that can be said about the treatment is that the patient feels uncom- 
fortable during the actual febrile period. 

Now the question arises by which mechanisms these clinical 
results have been attained. So many physiologic data have accumu- 
lated that a complete review of all the known effects of electro- 
pyrexia would be confusing. However, some of these physiologi- 
cal responses of the human organism to artificial fever may be 
important in relation to the problem of cause and effect; there- 
fore, those physiological reactions which are well known and which 
may have a bearing on the problem of the therapeutic value of 
electropyrexia will be enumerated. 

During and directly following electropyrexia there is an increase 
of all the cellular elements of the blood. This is due to a concen- 
tration of the plasma. The polymorphonuclear leucocytes increase 
proportionately more than the red blood corpuscles, and decidedly 
more than the lymphocytes. There is, therefore, a rather constant 
response of the hemopoietic system and the majority of the cells 
producing the concomitant leucocytosis are polymorphonuclear neu- 
trophils delivered by the bone marrow as shown by their increas- 
ing youth during sessions of fever. There is a decrease in the car- 
bon dioxide capacity of the plasma, a decrease in the blood chlorides 
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and an increase of the non-protein and urea nitrogen of the serum 
during treatment. There is also an increase of lactic acid formation 
in the body. All these phenomena can be attributed to the volumi- 
nous perspiration of the patient and the increase of his basal meta- 
bolic rate. This increase averages 7 per cent for every degree 
Fahrenheit. There is an increase of the velocity of the blood flow 
and a dilation of all the peripheral capillaries and probably also of 
the capillaries of the central nervous system. The meningeal per- 
meability is increased during the first weeks of treatment and 
later decreases. In successfully treated cases of general paresis 
it then resumes its normal level. 

All of these physiological responses of the body or part of them 
might possibly be considered sufficient to account for the clinical 
results, which have been cited. Indeed some clinicians have al- 
ready suggested that the basic reason for the therapeutic action 
of electropyrexia should be sought in the response of the reticulo- 
endothelial system, the dilation of the capillaries, the increase in 
metabolism, etc. This has been especially true of those investiga- 
tors who still feel that there is some mysterious unknown trepone- 
macidal agent at work whenever a patient recovers as a result of 
being infected with malaria. Many times the theory has been ad- 
vanced that an afebrile malaria may produce remissions in dementia 
paralytica. The proponents of this idea have neglected two im- 
portant facts ; spontaneous remissions occur in dementia paralytica 
and malaria may run its course without chills or malaise. The 
fever may therefore be overlooked, especially if it occurs at night. 

In order to clarify the issue, it is necessary to observe the trepo- 
nemata pallida while growing in the human organism as a host. 
This is only feasible in accessible parts of the body situated near 
its surface. The changes in the morphology of the organisms can 
then be noted while the temperature of the patient rises. If this 
rise in temperature is produced by physical agents, the direct effects 
of heat itself can then be observed. It is well known that the physio- 
logical responses of the human body to electropyrexia, which have 
already been enumerated will not, of themselves, taken separately 
or as a group, cause the death or a disappearance of the treponemata 
pallida. Any decided change in the life cycle of the organism must, 
therefore, be caused directly by heat or by changes in the surround- 
ing tissues which then affect the treponemata pallida. Since it is 
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known that the treponema pallidum is killed by temperatures of 
41° C. (105.8° F.) maintained for two hours im vitro, this part 
of the discussion is purely academic. 

Seven patients with primary and secondary syphilis have been 
treated with hyperpyrexia. These patients were carefully observed 
during and after the bouts of fever. After treatment with electro- 
pyrexia the treponemata always disappeared in the chancre and 
skin lesions of these patients provided that a temperature of 41° C. 
(105.8° F.) had been maintained in the affected parts for at least 
two hours. If careful dark field observations of the serosanguinous 
exudate of the chancre are made during the febrile period, the 
following changes in the morphology of the treponemata pallida 
can be seen. Before the organisms disappear, they gradually jose 
their motility. The corkscrew windings then flatten out. Soon 
aiter this, ringlike objects with flagella-like appendages appear in 
the dark field. It seems almost as if both ends of the treponema 
meet in its death spasm. After this, no more treponemata can be 
seen, and the chancres or skin lesions heal. Every chancre was 
completely epithelized in ten days after the patient was treated by 
two or three sessions of fever, as described. 

In order to study this action of heat in greater detail, a biopsy of 
a part of each chancre was obtained before and after treatment. 
Fig. 2 is a photograph of a drawing made from a sectioned speci- 
men before treatment. Fig. 3 illustrates the findings in a typical 
section of the same chancre after three treatments. These sections 
are representative. All spirochztes disappeared from all the serial 
sections of every chancre treated by electropyrexia after two or 
three bouts of fever. 

As has been stated in a paper by Neymann, Lawless and Os- 
borne *? we do not wish to imply that electropyrexia can cure 
primary or secondary syphilis. On the contrary, we are convinced 
that this disease cannot be cured by fever alone. We believe this 
is due to an increase in resistance to heat and chemotherapy of the 
treponemata pallida located in the lymph glands and deeper tis- 
sues. Bessemans ** has shown that the treponemata found in the 
lymph glands of syphilitic rabbits and guinea pigs, and in the brain 
of syphilitic mice are far more virulent and resistant to the action 
of heat and chemicals in vivo than their ancestors at the original 
site of infection. When the treponema has migrated from the 
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chancre to the lymph glands, it gradually develops a greater viru- 
lence because it must accustom itself to more difficult conditions of 
existence. The internal parts of the body are three to five degrees 
Fahrenheit warmer than the surface of the skin. After a massive 
invasion of the body by the treponemata pallida, antibodies are soon 
formed and begin to resist this invasion of the organisms. Conse- 
quently, the treponemata found in the lymph glands soon develop 
into resistant virulent strains which do not succumb to the same 
temperatures that destroy the treponemata at the original site of 
infection. Fig. 4 illustrates the survival of fragmented types of 
treponemata pallida in a sectioned lymph gland. This specimen 
was obtained by a biopsy of the inguinal lymph gland at the same 
time as the specimen shown in Fig. 3, a biopsy of the site of the 
original chancre. If treatment is stopped at this point, the entire 
course of the disease will be retarded, but in the end, the entire body 
of the patient will be reinfected from the numerous herds of trepo- 
nemata vegetating in the lymph glands. 

If a patient with a negative or partially positive blood serology is 
treated by electropyrexia in the manner outlined the serological 
tests immediately become strongly positive. Probably this increase 
in amboceptor formation is due to the massive destruction of the 
treponemata and the release of their endotoxins. This immediate 
increase in syphilitic amboceptor formation was observed in the 
seven cases cited. 

Applying all these facts theoretically to the treatment of syphi- 
lis of the central nervous system, it would not seem amiss to 
conclude that the treponemata found in the brain and spinal cord 
are also heat and chemo-resistant micro-organisms. An average of 
20 sessions of electropyrexia are necessary to produce a remis- 
sion in a general paretic. When such a remission has been achieved, 
it is advisable to treat the patient with tryparsamide and heavy 
metals until the spinal fluid becomes and remains negative. The 
first group of paretics treated with electropyrexia was reported on 
by Neymann and Osborne * in 1930. This initial series consisted of 
25 cases. At that time, 16 remissions were attained. Two of these 
16 patients have since demented. While no other therapy was used 
to achieve the remissions in this group of 25, 8 of the 16 patients 
who had attained a remission were later treated by tryparsamide 


and heavy metals. All of them are now alive and well. The two 
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patients who finally demented belong to the group which had no 
after treatment. Neymann, Lawless and Osborne ** have shown 
that the simultaneous use of neoarsphenamine and electropyrexia 
in primary syphilis frees the lymph glands of treponemata and 
quickly reverses the serology from positive to negative. The use 
of tryparsamide between or during bouts of fever may, therefore, 
shorten the period of hospitalization of patients suffering from 
dementia paralytica. 
SUMMARY. 

It has been shown that electropyrexia is an effective treatment for 
all forms of syphilis of the central nervous system. Temperatures 
at 41° C. (105.8° F.) and above, maintained for at least two hours, 
kill most of the treponemata pallida in the human body and, conse- 
quently, all chancres and skin lesions heal promptly after such 
treatment. The physiological changes observed during hyperpy- 
rexia cannot account for the treponemacidal action of fever. The 
fever itself must, therefore, kill these organisms. All the trepo- 
nemata are not destroyed by this therapy, since those that have 
reached the deeper tissues, especially the lymph glands, become 
heat and chemo-resistant. Therefore, it is advisable to combine 
pyretotherapy with arsenicals and heavy metals in the treatment of 
all forms of syphilis. 
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DISCUSSION. 

Dr. Emmett F. Hocror (Farmington, Mo.).—I am particularly interested 
in Dr. Neymann’s paper because at the Farmington State Hospital treatment 
with electropyrexia has been carried on during the past five and one-half 
years. In the last biennial report of the hospital we reported 61 patients who 
had been treated (41 males and 20 females). They were not selected as the 
most desirable patients to respond to treatment, in fact, in some instances 
because of age and poor physical condition treatment was contraindicated. 
They were poor physical risks for any kind of treatment. 

We have considered a single successful treatment, one in which the patient’s 
temperature is maintained at least two hours around 106.8° F., and at least 
five hours above 103.6°. For the first treatment we do not let the patient’s 
temperature go above 105 

We have found a few patients showing definite response after one to three 
treatments. One patient in this group did not show definite response until 
approximately forty treatments had been completed. This patient was given 
66 treatments at intervals of three to four days and was discharged as mar- 
kedly improved. Several of these patients were discharged before treatment 
was complete because they had improved to the point where rélatives were 
of the opinion they were cured, or at least could carry on successfully out- 
side of the institution. 

Our results in the first series of cases were recorded as follows: 


29.52 per cent—clinical remissions (able to return to their usual work). 

16.40 per cent—marked improvement (able to return home and carry on some 
productive work). 

11.46 per cent—moderate improvement (able to do productive work under 
supervision in the institution). 

13.10 per cent—slight improvement (less care). 


Since the above report an additional 20 patients have received and are 
receiving treatment. The twelve patients who have completed treatment 
responded practically identically as the statistics show for group I. 

Tryparsamide is given with the treatment. If for any reason we discon- 
tinued tryparsamide, we gave one of the heavy metals. In one instance a 
patient went almost completely blind. The tryparsamide was stopped, the 
fever treatments continued, optic atrophy being often treated by hyperpyrexia, 
and the patient had considerable restoration of his sight. 

Sedatives which we have found most satisfactory for the comfort of the 
patient have been nembutal, sod-amytal-morphine and hyoscine. Occasionally 
a patient reacts badly to hyoscine. It has been our experience that if such 
a patient is carried through several treatments with barbiturates and mor- 
phine, and then hyoscine again tried, often there is then no unfavorable 
reaction. 

I should like to report on one case, electropyrexia during pregnancy, mas- 
sive doses in treatment of C.N.S. lues. 


Minnie K., a white female, age 32, married in 1920; husband died, cause 
unknown, July, 1934; seven children, one died at three days, cause unknown, 
one child said by the family physician to have syphilitic keratitis. 


1936] CLARENCE A. NEYMANN 


29 


Admitted to the State Hospital July 13, 1935; diagnosis,—psychosis with 
taboparesis because of a one plus blood Wassermann and a three plus Kahn 
blood test; definite and numerous neurological findings and euphoria and 
other mental abnormalities even though the spinal fluid was negative, except a 
cell count of nine per cmm. Mixed treatment was started at once and given 
until August 10, 1935, when inductotherm treatments were started. Twenty- 
nine treatments were given, ending January 30, 1936; 161 hours above 103.0°, 
(average 5 hours per treatment), 114.5 hours above 105° (average 3 hours, 
54 minutes), 71 hours above 106° (average 2 hours, 30 minutes). The high- 
est temperature during any treatment was 107.6°. 

After the third treatment the patient was cooperative but received hyoscine 
HBr. and morphine, one-fourth grain, at 11 in the morning. The patient en- 
tered her treatment at 8.30 in the morning. The patient never reacted badly to 
hypodermics. She was given two to five nembutal capsules, grains 14 or 
sodium amytal grains 3, at 9 o’clock in the morning. 

The inductotherm is generally stopped at 10 to 10.30 in the morning, with 
the temperature 104° plus or minus. The patient was taken out of the bag 
at 3 to 3.30 in the afternoon, but covered, and sent to her room at 5 p. m., 
when the temperature would be normal to 99.8°. Sixteen intravenous in- 
jections of three grams of tryparsamide were given at five- to seven-day 
intervals at the start of a treatment. 

Ophthalmoscopic examinations were negative at all times. The patient was 
never nauseated from tryparsamide as some other patients were, when given 
prior to treatment. The urine and blood pressure were negative throughout 
the course of treatment. She could always take all the fluid she desired with- 
out nausea or vomiting. She was always up of her own accord the next noon 
and generally early the next morning, even if permitted to remain in bed. 
The treatments were stopped approximately two months before a normal de- 
livery, April 6, 1936, of a nine-pound male. Club foot deformity was pres- 
ent. and for a few days there were some ill-defined skin lesions. The blood 
Wassermann was negative, the blood Kahn was negative. The child is one 
month old today, progress only fair. 


Dr. Jonn Davis RetcHarp (Ellis Island, N. Y.).—I should like to ask 
Dr. Neymann several questions. What does he think of the relative efficiency 
of his apparatus, versus the simple heat box with carbon lights. He didn’t 
mention the replacing of chlorides during treatment. I suppose that is carried 
out. 

I also would like to know if he follows the temperature, with a thermo- 
couple with recording thermometer. 

Also, the incidence of sequelz, such as encephalopathy, with hiccups, con- 
fusion for a day or two, and increased intracranial pressure; also the incidence 
of peripheral nerve lesions, such as an ulnar paresthesia for a few days after 
the treatment. I should like to know his experience with reactions during 
the treatment. I have seen a number of patients who do not tolerate it well. 
They become extremely disturbed and hyperactive, and the treatment has to be 
discontinued. 


Dr. Water L. Bruetscu (Indianapolis, Ind.)—The paper by Dr. Ney- 
mann is from a practical standpoint the most important one of the morning 
session. This becomes evident if one considers the large number of indi- 
viduals who develop some form of neurosyphilis which requires treatment. 
The question then confronts us, what kind of treatment should be given? I 
should like to take up step by step various points of Dr. Neymann’s paper. 
The statement that electropyrexia is an effective treatment for all forms of 
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neurosyphilis is open to serious doubt. This concerns particularly institu- 
tional patients with meningovascular neurosyphilis. Here we are not deal- 
ing with large numbers of spirochetes in the brain as in general paralysis. 
I wonder sometimes if there are still treponemas in the brains of these 
patients, because it is so difficult to demonstrate them. The main pathologic 
features in meningovascular neurosyphilis are endarteritic changes which 
are permanent and which cannot be influenced as perivascular infiltrations 
in general paresis. I have seen cases of this type treated with therapeutic 
malaria which have become definitely worse. Then let us see what can be 
accomplished in general paralysis with artificial fever alone not followed by 
tryparsamide. Here the results vary from no results whatsoever, reported 
by reliable observers (Ruprecht, Psychiat.-neurol. Wchnsch. May 28, 1932. 
Freeman, J. A. M. A. June 3, 1933), to 66 per cent by others (Neymann, 
J. A. M. A. Jan 3, 1931). In the view of such a discrepancy of opinion the 
matter as to the efficiency or even superiority of the artificial fever treat- 
ment is certainly far from being settled. With the treatment of general 
paralysis by malaria or tryparsamide, on the other hand, there is a fair agree- 
ment regarding the results. Mention was made, that temperatures at 105.8° F. 
and above maintained for at least two hours kill most of the treponemas in 
the human body. The thermal death time of treponema pallidum in vitro, 
that is, in the test tube but not in the body, has been given by Boak, Carpenter, 
and Warren at 105.8° F. But we know nothing definitely yet about the tem- 
peratures which are required to destroy spirochetes in the human tissues. We 
do know, however, from Frazier that temperatures between 103° to 105° F. 
are without injurious effect on spirochetes. And these are temperatures which 
can be maintained with safety in man. 

Dr. Neymann and Simpson and other advocates of the electropyrexia treat- 
ment believe that the fever kills the spirochetes. There is an equally impor- 
tant group of workers who say that this assumption is far from being proven. 
In the first place I want to correct an error which I see so frequently in the 
literature in connection with this question. Wagner-Jauregg who introduced 
the malaria treatment is often quoted as expressing the view that elevated 
temperature is the main principle of the malaria treatment. But what are the 
facts? Wagner-Jauregg has declared repeatedly that temperature is only a 
minor factor. In this country among others it is particularly the group work- 
ing at Vanderbilt University with Dr. Cunningham which holds another view. 
Cunningham expressed himself in the Rachford Lecture given at tne Uni- 
versity of Cincinnati in 1935 as follows: “ The use of malaria in the treat- 
ment of tertiary syphillis has been rationally explained in terms of increased 
production and stimulation of tissue macrophages. In this conclusion we en- 
tirely concur.” If then stimulation of phagocytosis is such an important 
factor, can this stimulation of tissue macrophages be produced by artificial 
fever? On the basis of several years’ work, I believe I am in a fairly safe 
position today to say, it cannot. On the other hand nobody denies that 
some benefit is derived from electropyrexia treatment, but in paresis it does 
not measure up to malaria or the tryparsamide treatment. The literature on 
the results of the electropyrexia treatment of general paralysis is not con- 
vincing, at least not to me. Other experienced men who used artificial fever, 
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for instance Drs. Reed and Nerancy and Freeman are not convinced that 
electropyrexia is superior to biologically induced fever. Why did large institu- 
tions, for instance St. Elizabeths Hospital at Washington and Elgin State 
Hospital, return to malaria? And why submit the patient to an uncom- 
fortable, expensive procedure, if he has to be followed up anyhow with try- 
parsamide and the results are not much better than when he is treated with 
tryparsamide alone? 

Until the real value of artificial fever treatment is established by critical 
work it would be wise to adhere to forms of treatment which have stood 
the test of time. 


Dr. CLARENCE A. NEYMANN (Chicago, IIl.).—If the other gentlemen will 
excuse me, I will answer Dr. Breutsch’s very interesting comments first. 

If Dr. Breutsch would have taken the trouble to scrutinize the tabulation of 
the results obtained in the treatment of dementia paralytica with electro- 
pyrexia, he would know that these results originate from investigators all 
over the world, from England, Mexico, France, Italy, Belguim and even from 
Australia. Now everybody, all over the world, cannot be wrong. Good clini- 
cal results are, therefore, obtainable by the use of fever, produced by physical 
agents. I took care to mention that there were only two groups of workers 
that reported unfavorable results. Dr. Bruetsch took pains to repeat this fact 
when he called attention to the work of Freeman, Fong and Rosenberg. Bam- 
ford in England also reported poor results. Neither group gave adequate 
treatment. It is the same old story. If one selects a group of deteriorated 
patients and gives them inadequate treatment, no favorable therapeutic re- 
sults will be achieved. 

I called attention to the fact that the meningovascular form of syphilis of 
the brain was not favorably influenced by electropyrexia, when hemorrhages 
into the brain tissue had caused extensive organic damage. 

When Dr. Breutsch states that he does not know that spirochetes vegetating 
in human beings have been killed by heat alone, I can refer him to the slides 
which are representative of many sections obtained before and after hyper- 
pyrexia, and I can also refer him to the work of A. Bessemans of the Uni- 
versity of Ghent, who has demonstrated the same facts in rabbits, guinea pigs, 
mice and human beings. 

When Dr. Breutsch states that he believes a fever of between 103° and 105° 
to be the proper treatment for a patient, Dr. Breutsch is judging merely from 
his own experiences with malaria, and is, therefore, associating toxemia with 
fever. There is no toxemia when electropyrexia is employed. 

When he speaks of spirochetes disappearing from an early chancre for no 
apparent reason and when he counsels the use of a grain of salt in esti- 
mating my results, I can only advise Dr. Breutsch that he should rather 
pay attention to my slides than to the proverbial grain of salt. 

Many excellent clinical remissions have been achieved by electropyrexia. 
It is not always necessary to give twenty treatments. Had Dr. Breutsch fol- 
lowed our work closely and read the report of Ney:nann and Koenig, pub- 
lished in 1931, he would know that a series of excellent results had been 
obtained in fifty cases. All these patients were treated by electropyrexia alone, 
and with not more than twelve individual febrile sessions. 
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We generally give twenty treatments because the fevers are not toxic, and 
therefore the patient’s treatment does not have to be terminated because of 
physical complications. Sometimes, as Dr. Hoctor has stated, remissions do 
not occur until over thirty treatments have been given. 

I have treated five cases who had previously been treated by malaria and 
had not responded to this therapy. In two cases complete remissions resulted 
and in two others some improvement was noted. 

I want to thank Dr. Hoctor for his discussion. He has had such excellent 
results in his hospital because he has followed the recommendations of all 
the men who have been successful with artificial fever produced by physical 
agents. He has employed fairly long sustained temperatures of about eight 
hours above 103.5° F., with at least two of these hours above 105.8° F. 

We have never treated a pregnant patient, and I am, therefore, very much 
interested in Dr. Hoctor’s communication. Evidently the foetus is not harmed 
by fever produced by physical agents. No injury to the reproductive organs 
results after the usual doses of hyperpyrexia. I have examined a number of 
men suffering from multiple sclerosis after twenty sessions of electropyrexia. 
The spermatozoa of these men were active and alive as observed under the 
microscope. A female patient became pregnant after treatment. 

The body chlorides are best replaced by giving the patients six-tenths per 
cent sodium chloride solution to drink. This amount of salt does not taste 
disagreeable to a patient undergoing treatment. 

Rectal thermocouples or resistance thermometers are frequently used to 
indicate the patient’s temperature. These devices, so called pyrometers, are 
very useful but they are inclined to get out of order and cannot be used in 
the electro-magnetic field. 

No peripheral nerve lesions have been encountered after treatment. Some- 
times sedatives are given during treatment. We prefer paraldehyde, pheno- 
barbital and morphine. The psychic response of the average person to treat- 
ment seems to be an indication of his basic mental fortitude. The behavior 
varies with the individual. 

It seems rather futile to discuss apparati. It is more a question of ade- 
quately trained personnel than a question of machines. Every person will 
advocate his own apparatus, i.¢e., the one he has been trained to use efficiently. 
I believe a more natural physiological method is one that uses penetrating 
heat rather than external heat. Of all the methods for producing artificial 
fever, the hot bath seems to me to be the most dangerous. Sooner or later 
deaths are bound to occur when this modality is employed. Electric heating 
cabinets and electric blankets are also more or less exhausting since they are 
external heating devises. Air conditioning seems to make the treatment with 
external heat a little more bearable. 

Machines mean very little. The emphasis should be placed on the skill of 
the physician who has learned the technique and has become accustomed to 
the apparatus of his choice. Above everything else it is necessary to treat 
syphilis of the central nervous system and especially general paresis with 
long-sustained adequate temperatures of at least eight hours above 103.5° F. 
The temperature range of two of these hours should be slightly above 105.8° F. 


MULTIPLE INCIDENCE OF MONGOLISM IN THE 
SAME FAMILY.* 


By WILLIAM J. JOHNSON, M.D., 
Wrentham State School, Wrentham, Mass. 


Mongolism in twins is rare.~* It is likewise rare in the colored 
race and unusual to find two mongols in the same family.** Up 
to 1934, 64 cases of Mongolism in twins were reported, in 52 of 
which both twins were mongols.**"!_ While Crookshank '* denies the 
possibility of a negro Mongolian, Bullard,** Von Hofe,™ 
Davenport,'? Allen,’? Herrman,’* Schlapp,’® Brahdy,”° 
Wile,?* Orgel,** Mitchell,** Cook,?? Dunlap,”* Radeff,?* and Gesell,?* 
have reported a total of 32 cases in the medical literature. Bleyer,'® 
in a study of 50,000 mental defectives, found Mongolians in 14 
per cent of the cases and he thinks the proportion of negro Mon- 
golians is the same as in any other race. Likewise Gesell,”® in a 
recent article, states that clinical Mongolism in Negroes is more 
frequent than is commonly supposed. He also states that 115 cases 
were identified, this figure includes the 32 cases reported in the 
medical literature, and that statistics for Massachusetts and for 
Metropolitan public school systems, when analyzed suggest that 
clinical Mongolism occurs with almost equal frequency in black 
and white populations. On the other hand, Dunlap ** states that 
cases of Negro Mongolism are a great rarity in a locality where 
the majority of the patients are negroes; and the out-patient de- 
partment of Baylor University, Dallas, Texas, where the colored 
attendance is at least double the white, reports no negro Mon- 
golians in five years, and no doctor in the locality admits having 
ever seen a negro Mongolian. As to the frequency with which 
Mongolism occurs in more than one member of the same family, 
the last review of the literature reveals 19 cases of familial Mon- 
golism,® * 76 not including the cases of Mongolian twins. We can 
add to that number three cases which have never been reported, 


* Read at the ninety-second annual meeting of The American Psychiatric 
Association, St. Louis, Mo., May 4-8, 1936. 
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the -first interesting not only because it pictures Mongolism in 
one of twins, but also because of the fact that the other twin 
developed a psychosis; the second an interesting occurrence of two 
cases of Mongolism in the same generation of one colored family; 
the third the occurrence of two successive cases of Mongolism 
in one family. 


Case I.—H. F., female, 32 years of age, M. A. 2 4/12, I. Q. .15. She has 
been at the Wrentham State School for the last 20 years. Father was 44 
years old and mother 41 at the time of the patient's birth. The mother’s health 
was good and she suffered no bodily injury or emotional shock prenatally. 
Family history negative for neuropathic inheritance. Patient and twin 
brother were products of the eleventh and last pregnancy. H. F.’s birth was 
normal but her development slow as she did not walk or talk until three 
years of age. Physically, her appearance is typically Mongolian with brachy- 
cephalic head, slanting palpebral fissures, epicanthus, blepharitis, small ears 
with adherent lobules, rough, dry skin, foreshortened and broad hands, in- 
curved little fingers, guttural voice and general hypotonia. Serology negative. 
Although the expectancy of life is short and the resistance to illness low in 
most Mongoloids, she has reached the age of 32, spending much of the past 
20 years in the hospital with acute chest conditions and diarrhea. 

The twin brother was reported as being normal at birth. He attended and 
graduated from the grammar school but did not enter high school as he was 
considered slow. He became a stone mason’s helper and was described as an 
industrious worker, never interested in the opposite sex. He began to drink 
when young and often to excess, eventually became a shiftless drunkard. In 
1930, when 27 years old, he was commited to a mental hospital where a 
diagnosis of dementia prcecox, paranoid type, was made. He remained there 
until 1934, when he escaped, his present whereabouts not known. 


Case II.—G. W., male, 16 years of age, M. A. 3 8/12, I. Q. .24. Has 
been at the Wrentham State School for the last year. Father was 21 years 
old and mother 27 at the time of the patient’s birth. Prenatally, mother was 
greatly upset by the desertion of her husband. Patient was the fifth in a 
line of nine siblings, 5 male, 4 female, all normal with the exception of the 
last who will be described in detail later in this paper. G. W. was born after 
a protracted labor. Early postnatal state not known but development was 
generally retarded, the patient not walking until five years of age, and not 
talking until 6 years of age. He began school at 9, but attended only a few 
weeks, excluded then because he was inattentive and disturbing to the other 
children. Physically, he presents the following signs: small brachycephalic 
head, narrow, slanting palpebral fissures, epicanthus, blepharitis, very small 
ears with adherent lobules, broad flat nose, large, fissured tongue irregularly 
aligned, carious teeth with serrated edges, pegshaped lateral incisors and the 
“mulberry molars of Fournier,” highly arched, narrow palate, rough, dry 
skin, broad hands, incurved little fingers, abnormal palmar creases, guttural 
voice, echolalia, scaphoid scapulae, saber shins, widened squared interdigital 
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spaces between the halluces and second toes, the groove extending well down 
on the plantar surface of the foot, and a marked general hypotonia. Serology 
was negative on two occasions. This grouping of symptoms in the opinion 
of the writer justifies a diagnosis of Mongolism, in spite of the fact that a 
report of the examination done previously at another clinic, makes no mention 
of Mongolism but places emphasis on the probability of congenital syphilis, 
reporting the presence of Hutchinsonian teeth. Melbane 2? reports that of 
150 cases of Mongolism, observed at the Mayo Clinic, only one case was found 
with Hutchinsonian teeth. Also, not one of the cases had a positive Wasser- 
mann test. 

M. W. the sister—age 7 3/12, M. A. 2 6/12, I. Q! .34—is at the present 
time living at home. Her mother was 43 years old at the time of the child’s 
birth. Prenatally, she was again emotionally upset by the desertion of her 
husband. The patient was the product of the ninth and last pregnancy to 
date. Her birth was normal and it is reported that she walked and talked at 
one year. She was entered in the public schools but excluded because of 
inattentiveness and disturbance to the other children. Physically, she presents 
Mongolian facies, brachycephalic head, narrow, slanting palpebral fissures, 
epicanthal folds, broad, flat nose, small ears with adherent lobules and flat- 
tened helices, rough fissured tongue, short, broad hands, incurved little fingers, 
guttural voice and general hypotonia. 


Case II].—The manner in which these cases came to our notice is interest- 
ing. The mother came to our out-patient clinic for examination of her son, 
W. P., bringing along for company her little daughter. The appearance of 
the daughter caught the attention of the examining physician. When the 
situation was explained to the mother, she was greatly surprised and said 
she had not noticed anything wrong with her daughter. When told that both 
children were Mongolians, she stated that following the birth of her son, 
she was told by her physician that she might confidently have more children 
because she would not have any more Mongolians. 

W. P., male, 8 years of age, M. A. 3 4/12, I. Q. .40. Both parents were 
born in Russia. The father was 31, and the mother 26 at the time of the 
child’s birth. While the mother is of a very emotional make-up, her prenatal 
condition was good. W. P. was a full term baby, weighing 5 pounds. Early 
development was retarded—not walking until 22 months and not talking until 
30 months. He has had measles and frequent colds. While at the Children’s 
Hospital, thyroid medication was given. Physically, the child presents typical 
signs of Mongolism. At the present time he is at home, where his care re- 
quires most of the mother’s time. 

L. P., the sister, age 3 8/12, M. A. 1 3/12, I. Q. .34. A full term, 6 pound 
baby, whose early development has been retarded. She has had measles, 
scarlet fever and frequent colds. Physically, she presents the typical signs 
of Mongolism. 


The previous cases we feel to be of sufficient interest to be 
recorded in the medical literature but no attempt is made to draw 
any definite conclusions. 
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DISCUSSION. 


Dr. AprRIEN BLeYeER (St. Louis, Mo.).—The question of race was injected 
into this subject in 1866 by Langdon Down, who announced that idiocy was 
prone to resemble alien racial types. The idea that mongolism was limited to 
the Caucasian races was sustained in an extensive review by Muir, in 1903. 
Thus, his statement has been deemed acceptable for thirty-seven years, nor 
has it been quite relinquished even now; namely by Crookshank of England. 
Crookshank discounts particularly the occurrence of mongolism in the 
negro and the Jew. Since our report of three cases of negroes in 1924, and 
several others here and there about the country, six additional cases have 
been seen at Washington University Dispensary, and also several among 
Jewish children, 

We have seen mongolism in a Mexican, a race which is not included in 
Brousseau’s list, and we have recently published a report of a case in a North 
American Indian, the first, we believe, of record. 

The number of races in which mongolism has been found now is about 
thirty, so it would seem that this factor would not have an important bearing 
on its origin, and that the ethnic question may best be set aside. 

The occurrence of mongolism in twins is of great importance. They have 
been reported a good many times, a great majority of them in dizygotic 
pregnancies in which the other twin, the product of a different ovum was 
in every instance a normal child, whereas, in mongolism in a proven monozy- 
gotic pregnancy, resulting from a double sperm fertilization of a single ovum, 
both siblings have invariably been mongoloid. This has brought us consid- 
erably nearer to an understanding of the nature of this disease, and because 
of this observation, such factors as syphilis, shock, alcoholism and the 
exhaustion of reproductive function, as enunciated by Sutherland, have been 
greatly weakened. 

In examining mongoloids, one is impressed by the endless variety of 
clinical signs. As has been said, looking at mongoloids is like looking at the 
stars; the more one looks, the more he sees, and one is led to suspect that 
there is not a single normal structure in the entire body of the mongoloid, nor 
any part of it that is not distorted in its own particular way by the disease. 
Imbecility is due to the fact that the brain is part of a mongoloid body. 

The supposed complete abnormality of these individuals tempts one to 
suspect that mongolism must have a very early biologic start, that it is 
gametic in origin, and that the disturbance occurs some time before fertili- 
zation, during the period of maturation of the sperm cell, and that in mon- 
golism we are perhaps dealing with a true mutation, which may be found to 
be of degressive type. 

What may have happened to one or more of the forty-eight chromosomes 
of the human nucleus in such a situation, remains to be seen, and must, for 
the present, be left to the cytologist. 


Dr. James Lewatp (Laurel, Md.).—Dr. Bleyer’s hypothesis concerning the 
origin of mongolism is certainly very interesting. We know that a mongoloid 
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child is different in every respect from a normal individual. We do not feel, 
in my institution, that mongolism in the negro is quite as prevalent as in the 
white race. We found only one mongolian negro, as against fourteen white 
children of that type. In looking over the records, I can find only one other 
negro mongoloid child. Some have certain of the characteristics, but do 
not carry out the entire variation that we usually look for. 

I want to report the presence of multiple mongolism in one family, not 
twins. These two girls, who were at the St. Louis Training School, one of 
them having recently died, were under our observation for many years. They 
both presented definite mongolian charactertistics. There is three years 
difference in their ages, and that, I think, is a very unusual thing. When Dr. 
Fernald visited the institution in 1925 and was shown these mongoloid sisters, 
he said they were the first case of multiple mongolism, not twins, that he had 
ever seen. 

Dr. Timme, in reporting on mongolism before the American Association 
on Mental Deficiency in 1927, gave the opinion that it was an endocrine con- 
dition and could be modified. For that purpose, he used pituitrin, whole and 
anterior pituitary substance, as well as thyroid gland substance. He main- 
tained that he sav’ 1 ot only change in their faces, but also in their mental 
condition. 

About 1928, I started a series of eight or nine, picking only the very 
youngest mongoloids. I had the obstetricians in the city call to my attention 
any newborn mongoloid children, and in the course of time, I had several of 
them. I administered these same substances, in the doses recommended by 
Dr. Timme. I cannot say that I saw the changes he reports. I saw some 
improvement, and one child, in which I started medication at one year, at 
the age of eight years had an I1.Q. of 65 per cent, which is high for mongoloids. 
It may be in some instances that the administration of those substances will 
help the mongoloid child. 


Dr. Ransom A. GREENE (Walter E. Fernald State School, Waverly, 
Mass. ).—Inasmuch as this is just a report asserting certain facts in the litera- 
ture, there is no further comment, other than that I am interested in the 
organic evidence that presents itself in this type of case; and I would reiterate 
that it is so obvious that we cannot help but think of endocrine anomaly as 
a factor. The following happened to me within a few days. A boy seventeen 
or eighteen years old brought his younger sister, eight or nine years old, to 
our outpatient clinic for examination. The sister obviously was a definitely 
mongoloid individual. I was attracted by the brother’s appearance. He seemed 
to be a fairly normal sort of individual, as far as intelligence was concerned, 
and yet he had many physical anomalies that are very striking, Hutchinson's 
teeth, saber shins, and all the stigmata we cannot help but associate with 
specific syphilitic disease. Apparently, at seventeen, he had been carrying 
this congenital condition for his life time, but had gone along unobserved. In 
many mongols, in whom we get a history of syphilis in the ancestry, we can 
not help but question if this is a factor in organic origin. 
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PSYCHIC RESEARCH AND PSYCHIATRY. 


By H. C. McCOMAS, Pu. D., 
Johns Hopkins University. 


To the majority of men who have had scientific training psychic 
research means nothing at all, or an amusing investigation that may 
appeal to a certain type of people, or serious investigation of a 
genuine problem. Certainly psychic research justifies all three atti- 
tudes. Occasionally it justifies the attitude that it really belongs to 
the sort of intelligence that is indigenous to ‘‘ pink teas ” and finds 
its noblest expression in describing what transpires Behind the 
Beyond. If this were the case science should not be too austere ; 
even the most dignified king employed a court. jester. However, 
when one runs over the names of the distinguished men who 
founded and maintained the British Society for Psychic Research it 
becomes evident that the subject can have also a serious and dignitied 
aspect. Our own Professor James of Harvard, who exercised so 
great an influence upon our thinking contended that Psychic Re- 
search should be encouraged and developed. Today Alexis Carrel 
presents us with a “ best seller” in which are embodied convictions 
that one mind may act as a sending set and other minds as receiving 
sets. Telepathy endorsed by a great scientist! Should he be rigit, 
then when the psychologist tries a subject out for his associations 
queer ideas may be attributed to a “ Sender ” whose broadcasting 
has cut in on the subject’s line of thought. That is bad for the psy- 
chologist but it is worse for the psychiatrist. When he listens to 
the medley of schizophrenic phrases the cause may not be sought in 
the patient but in a lot of Senders whose wavelengths just happened 
to fit the patient’s receiver. Not only have we thought to contend 
with but when your patients see visions and hear voices, the trouble 
may be with your obtusity and not their strange sensitivity. In fact, 
your patients’ autodiagnosis may be correct that they are entertain- 
ing several strange spirits which give rise to their mental conflicts! 
Now, of course, anyone whose habits of thinking make exercises of 
the imagination uncongenial may dismiss all this sort of thinking as 
inconsequential. The fact remains, nevertheless, that an enormous 


V. 

ol, 

ne 

te 

er 

of 

ey 

rs 

Ir. 

id 

n- 

1d 

n- 
al 

ry 

of 

Dy 

ne 

at 

Is. 

ill 

y, 

he 

te 

as 

en 

to 
ly 
ed 

d, 

1's 

th 

ig 

In 

in 


540 PSYCHIC RESEARCH AND PSYCHIATRY | Nov. 


number of our fellow citizens with and without imagination are 
profoundly impressed by the sort of thinking that psychic research 
exploits. Time and again we meet very sensible people with good 
educations who are go per cent sold to the spiritistic theory. When 
some nervous or mental trouble disturbs them, their beliefs certainly 
do not conspire to help them back to health. The delusion of perse- 
cution, the whispering voices, and fleeting images are defended by 
their convictions. 

It would seem that willy-nilly the psychiatrist should give some 
attention to the sort of thinking that many of his patients take quite 
seriously. If he has some first hand information of the findings of 


1 


scientific people in this terra incognita he will be in a position to 
impress his patient with the fact that he, too, has considered these 
phenomena and is sympathetic with the patient’s interest but has 
been able through his scientific information to explain these bizarre 
experiences. 

Moreover, all of us engaged in scientific work, where the reason- 
ing must be cogent, can find a diversion and relaxation in fields far 
removed from the familiar ones. Read a few volumes of the pro- 
ceedings of the British Society for Psychic Research and you will 
find yourself quite far afield and probably very much intrigued by 
some of the reports. Indeed, some of them are done so well that you 
may find yourself wondering just what the actual facts must be to 
give rise to such findings. 

It is not easy to get into the subject. To visit the professional 
mediums of your city would probably accomplish nothing more than 
a thorough-going disgust. Only occasionally does one find a medium 
of accomplishments who constitutes a genuine puzzle. Most of the 
professionals fail to challenge the ingenuity of an educated man. 
Nevertheless, every large community usually supplies some talent 
among the non-professional people who lead quite normal lives but 
who astonish their friends by seeing and describing a dead relative 
and by delivering a message that appears to be significant. A study 
of these individuals by a psychiatrist would be of great value. 

Perhaps the best way to inveigle others into an interest in these 


curious happenings would be a brief recital of my own adventures. 
Some years ago the American Society for Psychic Research was 

looking for a man with laboratory training to act as a special re- 

search officer. As I was enjoying a leave of absence from Princeton 
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University at that time I took over the unique assignment of apply- 
ing present-day methods to these curious performances that run 
back to most remote times in history and spread the world over.* 

My first significant encounter was with a medium who had ap- 
peared in the literature and who was endorsed by some psychic 
research investigators. As she talked I jotted down her statements. 
Then I interpreted them in the most sympathetic manner and found 
that she had presented me with a number of statements that | could 
identify with different people and happenings. After that I dis- 
carded the sympathy and the imagination and took the statements 
literally. The whole thing became a sort of crazy quilt of irrelevant 
statements. This little experiment was in the nature of a discovery. 
Now it became evident why the literature was so full of such 
remarkable reports. From that day the reports of psychic research 
societies lost their punch for me. 

The next important undertaking was an effort to make accurate 
observations of everything that occurs in a seance and to record it 
all mechanically. To accomplish this it would be necessary to have 
continuous photographs in a dark room and also a mechanical 
recording of what is said. As a step in this direction I bought a 
camera with a quartz lens and a film pack. With an ultra-violet filter 
over a mercury lamp I could flood a room with ultra-violet rays 
which are invisible but which record well on the film. With this 
set-up I obtained an astonishing photograph. While snapping a 
clever medium I got a series of arrow heads all converging in the 
medium’s chest. Experts assured me that this was a genuine picture 
and not due to errors in photography. Naturally, this discovery 
awakened enthusiasm among the spiritualists and I was urged to 
publish the picture and was offered the information that this was the 
way in which a medium became charged with psychic power. That 
is the medium receives from the Unknown his psychic power and 
has to be charged like a Leyden jar! However, the Eastman re- 
search laboratory spoiled the whole thing. They pointed out that 
when you use a film pack, as you rip the paper off to expose the new 


* Dr. McComas’ experiences and observations have been recorded in detail 
in his very informative and entertaining volume, Ghosts I Have Talked With, 
published by the Williams and Wilkins Co., Baltimore. Those who wish to 
orient themselves as to the facts and fancies of spiritualistic phenomena may 
well begin with this book.—Editor. 
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film, you may generate an electric current. This does no harm unless 
there is a defect in the emulsion. Then the current will follow the 
line of the defect. Still no harm is done unless the film is under- 
exposed and over-developed. Imagine this exceptional combination 
of circumstances occurring when I was taking a picture of a 
medium. This is mentioned merely as an illustration of how some 
curious things are represented as spirit photographs. Usually, how- 
ever, the camera does not play tricks upon the camera man, it is the 
other way around. I did not solve the problem of getting moving 
pictures in a dark room. Probably that can be done to-day. 

To record sounds in a seance is indispensable. Obviously the 
voice of the visitor gives the medium many cues. You may studi- 
ously watch the inflections in your voice to prevent the cues. But 
if you become interested in the situation you easily forget your voice. 
Time and again | have noted a person slipping off guard. Moreover, 
the memory of what occurred in a seance is very faulty. One is 
prone to remember the striking things and forget the trivial. Only a 
presentation of everything said can give a true picture of what 
happened. In addition to that conditions are against making good 
observations. After you have heard the name of a dead friend 
whispered in your ear and have felt clammy fingers on your chin 
which you could not catch with a quick movement of your own 
hands, your amazement or your annoyance will not improve your 
observation. 

The requirements imposed by the mediums upon their sitters are 
very interesting. They maintain that the psychic currents in some 
way resemble the electric. Therefore, it is necessary to join hands 
around a circle completing a circuit. The feet must rest upon the 
floor to ground the current. This also prevents the curious from 
using his hands. Indeed, he cannot even investigate with his feet. 
On one occasion I tilted back in my chair with my knees crossed and 
the tip of my toe encountered a solid body that was travelling slowly. 
Then, too, it is necessary to respond promptly to anything a medium 
says. The reason for this is that a spirit cannot maintain com- 
munications easily and is also very sensitive. If one were hesitant 
or deliberate the spirit would be offended and disappear. As a result 
you must make your responses snappy. Doing this you are apt to 


spill something you should not. Furthermore spirit phenomena are 
dependent upon vibrations. Consequently, it is necessary that the 
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room should be filled with vigorous vibrations in order to prime the 
power. This results in loud and awful singing. Incidentally it 
enables the medium to do various things without your hearing him. 
When I gave a seance of my own I found that the singing was in- 
dispensable. I could not get my phenomena without it. 

Another and more subtle difficulty afflicts men with scientific 
training. They are accustomed to make a direct attack upon their 
problems. They look straight at their problems and the prominent 
features of whatever is puzzling them. This training is very bad for 
interpreting the work of magicians or spiritualists. It is not the 
obvious thing but the thing that claims your attention that carries the 
explanation. I have sat within a few feet of a magician and watched 
his hand moving over a pack of cards in a tumbler, out of which 
certain cards jumped as I thought of them. It never occurred to me 
to watch for a slight movement at the heel of one of his feet. That 
heel told the story. Each time it moved a card jumped. 

The cleverest mediumistic performer I found was a man named 
Cartheuser. He had a hare lip and probably a cleft palate. His 
articulation was very bad. His seances were remarkable. From 
the center of the room the high pitched voice of a girl could be 
heard through the trumpet. The pitch was well above that of a 
man’s voice and the articulation quite distinct. It was a very striking 
performance and one that puzzled everyone. No matter how 
thoroughly convinced you may be that there are no such things as 
supernatural phenomena, after you have listened to that voice and 
had a trumpet float up and touch your eyeglasses gently, you find 
yourself wondering. Add to this some striking messages that relate 
to an incident in your own life and your incredulity gets a shock. If 
one has only a single opportunity with such a medium he is apt to 
come away strongly impressed. 

The most striking event in psychic research for many years has 
been the performances of Dr. Crandon’s wife in Boston. Dr. 
Crandon comes from Mayflower stock and bears the imprimatur of 
Harvard, having studied and taught there. His wife purports to be 
dominated, in trances, by the spirit of her brother, Walter. The 
whole atmosphere of number 10 Lime Street, Boston, which will 
probably stand in history of spiritualism along with the Fox sisters’ 
cabin, made a striking contrast with the usual spiritualists’ condi- 
tions. Here the point of view was apparently scientific interest, and 
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amusement with the antics of Walter! Dr. Crandon had a fascinat- 
ing way of mixing science in with his description of his wife's 
performances. This, of course, tended to disarm the unwary. So 
impressive was the whole situation that a number of professors from 
Harvard visited Lime Street and came away with varying opinions. 
Gradually Margery, nom d’esprit of Mrs. Crandon, acquired a 
world-wide reputation. She became a sort of climax in psychic 
research. The feeling spread that Margery would make or ruin the 
future of spiritualism. 

The Society appointed the committee of Professors Robert W. 
Wood and Knight Dunlap of the Johns Hopkins University and 
the author to study and report on the doings at 10 Lime Street. 
We observed the usual performances. These consisted in lashing 
Margery’s hands and feet while seated in a glass cabin and ob- 
serving a little wicker basket which had been daubed with luminous 
paint swing around in the dark and fly over her head. Then, the 
door of the cabinet was opened, a tray of scrolled letters was placed 
before her and the letters were called by name in Walter’s husky 
whisper and tossed out to the sitters. After this a curious device was 
placed in Margery’s mouth to prevent her speaking and one carried 
on a conversation with Walter. Then the medium would seat herself 
in an open cabinet with a little table in front of her on which was 
placed a bell-box. This simple device could be easily examined to 
prove that it had no peculiar gadgets concealed in it. A flap on the 
top of the box held by a spring when pressed down would make 
an electric connection and ring a bell in the box. Walter informed us 
that he would ring the bell in accordance with what signals we gave 
him. After all hands and feet were in contact around the circle the 
bell rang according to the signals. Then, with a faint red light 
Walter would permit one of the sitters to pick the box up and 
swing around in a circle to show that no thread or wire was con- 
nected ; the bell ringing all the while. Another neat performance 
consisted in having one of the sitters tear open a fresh pack of 
cards and in the most complete darkness lay it on the table and 
here Walter called the number and the suit. When the light was on 
the cards could be identified as they had been called. Still another 
performance was the placing of a piece of cardboard which had 
been painted with luminous paint on the table. After the paint 
had become dim and could not be seen Walter would make it glow 
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again. Occasionally Margery would give a demonstration of her 
ectoplasm which was said to issue from any orifice of her head or 
body. This seemed to be a phenomenon that our committee could 
cope with. We were instructed that ectoplasm was highly sensitive 
and that it was intimately connected with the vitality of the medium. 
lor these reasons it could only be touched lightly when Walter gave 
permission. It seemed that the night we were to observe the ecto- 
plasm—Margery had great difficulty in producing it. With Pro- 
fessor Dunlap on one side holding a hand and myself on the other 
doing the same she groaned and writhed and her feet would take the 
most miscellaneous positions, occasionally on a foot or a knee or in 
the lap of the professors in waiting. After some minutes of this 
distress a small bar could be seen traversing an area on the table 
faintly illuminated with luminous paint. Professor Wood received 
the bar and gave it a stout pinch without either Margery or Walter 
knowing it. This, however, broke up our seance when Dr. Crandon 
learned of it. 

Professor Wood reproduced Walter’s performance with the 
luminous paint very simply, using a filter and ultra-violet light. 
Professor Dunlap reproduced the bell-box and its performance. It 
was only after I had been permitted to observe Margery on a num- 
ber of other occasions that I could attempt to reproduce her per- 
formances. Then, with the aid of a Hindu to give atmosphere I 
managed to give the same effects. Later Margery became dis- 
credited by presenting Walter’s finger prints in paraffin. This was 
a striking achievement until the finger print was identified as be- 
longing to a citizen who was still using it. 

The most instructive thing that issues from the Margery episode 
is the fact that a very large number of people of intelligence and 
education were profoundly impressed and many of them convinced 
of many of the claims of spiritualism. I have met some very able 
and well known people at 10 Lime Street. The fact that they were 
there indicates a willingness to entertain the spiritualistic hypothesis. 
Spiritualist societies throughout the country have thousands of 
people who are believers. Since my adventures in psychic research I 
have given a number of talks on the subject to colleges, clubs and 
groups of professional people. Invariably after the lecture several 
people of obvious good sense and good standing in their community 
have confided to me that they had some astonishing experiences that 
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seemed to have no explanation other than a supernatural one. This 
being the case it is clear that many people with nervous disorders 
have a background that induces them to defend their bizarre 
thoughts and emotions. It would seem that the psychiatrist might 
acquire another means of reaching his patient if he could evidence 
a sympathy and discuss intelligently such topics as clairvoyance, 
clairaudience, telepathy and telekinesis ! 

Selfishly, as a psychologist, I should like to have the psychiatrist 
observe and compare the messages of a medium with the language 
of a schizophrenic. Certainly, he can give us a great deal of infor- 
mation about automatic writing and crystal gazing. Apparitions, 
voices, visions and strange compulsions are all familiar to him. His 
knowledge carried into this curious field of psychic research should 


give some splendid and practical results. 
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FUNCTIONAL CHANGES IN THE PATELLAR REFLEX 
AS SEEN IN THE PSYCHOSES.* 


By EDWARD A. STRECKER anp JOSEPH HUGHES, 
Pennsylvania Hospital for Mental and Nervous Diseases, Philadelphia. 


Reinforcement of the knee jerk, when normally effective, in- 
creases the size of the reflex response. This increased tension may 
be explained on the basis that additional motor neurones are made 
active by means of summation of the excitation resulting from 
tapping the patellar tendon and from the act of reinforcement. 
Sherrington and his coworkers have pointed out that the ability 
of one stimulus to increase the reflex response to another (rein- 
forcement) depends on the widespread convergence of the various 
reflex pathways in the spinal cord. Because of this convergence, 
excitation coming over one pathway may sum with the excitation 
coming over another at the point of convergence of the respective 
pathways and as a result stimulate additional neurones. Eccles 
and Sherrington have shown that one place in the reflex arc where 
such summation of excitation may occur is on the surfaces of the 
anterior horn cells; studies of the electrical activity of the internun- 
cial neurones of the spinal cord have not only confirmed this view 
(Hughes and Gasser) but recently have shown that such summa- 
tion of excitation may also occur in internuncial neurones (Hughes, 
McCouch, and Stewart). 

The possibility that mental illness might bring about changes 
in the excitability of the reflex pathways or synapses of the spinal 
cord and alter the normal ability of a stimulus to reinforce the 
knee jerk, suggested this present work. 


Scope oF Work. 


This work covers studies on the knee jerk and its response to 
reinforcement in unselected psychotic patients admitted at the 
Pennsylvania Hospital and the Philadelphia General Hospital. 


* Aided by a grant from the Committee for Research in Dementia Przcox, 
founded by the Supreme Council, 330, Northern Masonic Jurisdiction, U.S. A. 

Read at the ninety-second annual meeting of The American Psychiatric 
Association, St. Louis, Mo., May 4-8, 1936. 
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The patients studied were distributed in the following groups: 


A ffective psych« ses: 


Manic-depressive, hypomanic eee 20 
Manic-depressive, depressed 10 
Involutional melancholia 
Schizophrenia .......... 20 
General paresis ....... ces 7 
Senile psychoses ..... ze. 


Repeated examinations were made during the course of these 
patients’ illness. Of particular significance were the data obtained 
on depressed patients of both the manic-depressive and involu- 
tional type who. recovered from their illness during the course of 


this investigation. 


Mymogragh 


Fic. 1.—Apparatus used for recording the response of the knee jerk to a tap 
of the pateiiar tendon and to reinforcement. 


METHOD. 


In this work the tension developed by the knee jerk was measured 
by means of a torsion lever which was fastened to the side of the 
stool on which the patient was sitting. A leather strap fastened 
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around the patient’s ankle was then connected to the lever. The 
writing point of the lever was arranged to record on a card held 
in place against the side of the stool. A weighted hard rubber 
hammer swinging through an arc of go° was used to elicit the 
knee jerk (Fig. 1). The act of reinforcement consisted in stretch- 
ing a spring scale between both hands with a force of four kilo- 
grams. When reinforcement was tried, the blow to the patellar 
tendon was given at the moment the reinforcing act was being 
carried out. The usual experimental procedure consisted in re- 
inforcing alternate responses. The accuracy of the measurements 
is sufficient for any of the conclusions which have been made from 
them. 


RESULTS. 


In a control group of 30 normal individuals, while there was an 
extensive range as to the magnitude of the knee jerk, the strength of 
stimulus required to elicit this reflex was more constant. As the force 
of the blow to the patellar tendon was increased by allowing the ham- 
mer to swing through greater arcs, the size of the reflex response 
increased. In manic-depressive, depressed, and involutional pa- 
tients presenting symptoms of agitation and depression it was 
possible to obtain a patellar reflex with a strength of stimulus which 
would be ineffectual with normal individuals. A similar low 
threshold for the knee jerk has been observed in senile patients and 
in cases of paresis with symptoms of depression. In addition, agi- 
tated and depressed patients beside developing a maximal reflex 
response as the strength of blow to the patellar tendon is slightly 
increased, give a greater reflex response than do other psychotic 
patients or normal individuals to a maximal stimulus. The relation- 
ship between the response of the knee jerk, as indicated by the 
degree of tension developed and the force of the blow to the patellar 
tendon (strength of stimulus) which was observed in a manic- 
depressive, depressed, a hypomanic, a schizophrenic patient, as 
well as in a normal individual, is shown in Fig. 2. It will be noted 
from the data in this figure that in both the schizophrenic and 
depressed patients the size of the knee jerk became greater as the 
force of the blow to the tendon was increased. In the case of the 
hypomanic patient there was no orderly relationship between the 

36 
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amount of reflex tension developed and the strength of stimulus, 
The tensions developed by schizophrenic patients in response to 
stimuli of different strength showed a relationship that approached 
that seen in a normal individual. 

The responses given by hypomanic patients are characterized 
by being variable and unpredictable from one to the next. In three 


patients the patellar reflex could not be elicited during the period 
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Fic. 2—Effect on the size of the patellar reflex of increasing the force 
of the blow to the patellar tendon, as seen in a schizophrenic, a manic- 
depressive, depressed, a hypomanic patient and in a normal individual. The 
strength of stimulus is expressed in the number of degrees of swing described 
by the fall of the hammer against the patellar tendon. The tension developed 
by the reflex response is plotted in kilograms. 


of hypomania but returned with the patient's clinical improvement. 
In one hypomanic patient the direct reflex could not be obtained 
but contraction of the opposite quadriceps was observed. No 
analysis of this crossed effect has been made. The reflex responses 
of the patients with schizophrenia resemble those of the normal 
individuals used as controls. 

Since there is a limit to the number of anterior horn cells con- 


cerned in a reflex, it follows that excitation of an increasing num- 
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ber of these cells by the blow to the patellar tendon diminishes 
the number of motor neurones that might be made to respond 
to the excitation resulting from the act of reinforcement. In other 
words, reinforcement is least under those conditions in which the 
tension evoked by the direct stimulus to the patellar tendon is 
large and it is greatest when the response to the tap of the tendon 
is small. Because of this relationship in these experiments, rein- 
forcement is studied against a background of maximal reflex 
stimulation. 

Comparison of the reflex tension evoked in response to a blow 
to the patellar tendon applied in such a manner as to evoke the 
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Fic. 3.—Effect of reinforcement on a maximal patellar reflex response; 
(a) in a schizophrenic; (b) in a manic-depressive, depressed; (c) in a 
hypomanic; (d) in a normal individual. Three pairs of responses, a direct 
reflex (white column) and a reinforced response (black column) are shown 
in each case. Note the size of the reflex and the inability of the manic- 
depressive, depressed patient to reinforce this type of response. 


maximal degree of reflex tension with the tensions produced when 
reinforcement was attempted, has shown that the tensions yielded 
may be correlated with clinical findings. The data shown in 
Fig. 3 are typical and illustrate (under these conditions of stimu- 
lation) the differences both in the tensions evoked and the degree 
of reinforcement which obtains in the psychoses. Because of the 
observation that reinforcement becomes less effective, if the direct 
reflex response is large, it was not unexpected to find that the large 
reflex response obtained at the height of illness in depressed and 
agitated patients of the manic-depressive and involutional groups 
(3b) could not be reinforced by the means employed in these 
experiments. Of significance also were the similar findings obtained 
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on patients with senile psychoses and in others with paresis who 
presented symptoms of depression. 

Repeated observations on patients in the early and late stages 
of dementia precox (3a) are in marked contrast to those findings. 
The results obtained from this group of patients are concordant 
in showing that the ability to reinforce the knee jerk was not 
altered by this psychosis; indeed, the type of response given by 
these patients closely simulated that obtained in normal individuals. 

Hypomanic patients show wide variation in their responses. One 
was unable to reinforce the knee jerk; in others, reinforcement was 
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Fic. 4.—Correlation of the changes in the size of the patellar reflex and its 
response to reinforcement with the clinical course of an 
agitated depression. 


effective but varied from one moment to the next (3c). Such 
variations may be related in some manner to the rapid shifting in 
the attention of these patients since the knee jerk in normal indi- 
viduals is known to be increased by diversion of the subject’s 
attention. 


Data obtained from depressed patients who have shown clinical 
improvement were in agreement in showing that as improvement 
in the mental condition occurred, it was accompanied by significant 
changes in the reflex responses. For purpose of illustration the 
results obtained from one patient appear in Fig. 4; the data pre- 
sented agree with the findings on the other patients. In order to 
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correlate the mental condition of the patient and the reflex tensions 
developed, a brief description of the clinical condition is given 
under each graph. 

At the time of the first observation (4a) the patient was de- 
pressed, self-accusatory and agitated, and on the preceding eve- 
ning had attempted suicide. In such an emotional state the knee 
jerk is hyperactive and gives such a large response that reinforce- 
ment is ineffectual. At the time of the next examination (4b) the 
patient’s intense emotional feelings had subsided sufficiently to 
enable the patient to live in a convalescent ward. With this clinical 
improvement, the knee jerk became less active, less tension was 
developed in the reflex response and the size of the response was 
increased by reinforcement. With a return of the mental symptoms 
the size of the reflex increased and reinforcement again became in- 
effectual (4c). As the patient’s mental symptoms again subsided 
the size of the reflex response decreased and the tension developed 
could be increased by reinforcement (4d). 

Since in reflex experiments the number of motor neurones ac- 
tivated may be estimated from the degree of tension developed, 
it is possible to interpret the tensions developed by the knee jerk in 
these experiments in terms of active motor neurones. Interpreta- 
tion of the data in Fig. 4 in this manner shows, on the one hand, 
that the number of neurones stimulated by tapping the patellar 
tendon is greatest in the patients showing depression and agita- 
tion; and on the other hand, that when a large number of motor 
neurones are made active by reflex stimulation, reinforcement of 
the knee jerk is ineffectual. With the lifting of the depression, 
the number of motor neurones stimulated decreases and the ability 
tc reinforce the knee jerk returns. 


DISCUSSION. 


One explanation for the increase in the size of the knee jerk 
seen in these experiments in agitated and depressed patients is 
that as a result of the mental state of these patients there are a 
great number of stimuli coming down into the spinal cord from 
higher cerebral centers which have the effect of increasing the 
excitability of the spinal cord neurones concerned in the patellar 
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reflex so that the knee jerk is more active in these patients than 
in others. Furthermore, due to this background of increased ex- 
citability resulting from the mental symptoms a forceful blow to 
the patellar tendon may produce such a large reflex response that 
it cannot be reinforced because the combined effect of the excita- 
tion, coming from the higher cerebral centers, and that due to 
the blow to the patellar tendon is sufficient to stimulate all the avail- 
able motor horn cells and leave none for stimulation by the act of 
reinforcement. In other words under such conditions the effect 
of the act of reinforcement is lost because of occlusion. The 
fact that agitated and depressed patients still possess the ability 
to reinforce a small patellar reflex (threshold response) is ‘evi- 
dence which supports this view. 

Whatever interpretation is made of the wide variation in the 
responses of hypomanic patients, the probability that the mercurial 
shifts in the attention of these patients influence the results must be 
considered in view of the fact that the size of the knee jerk ina 
normal individual is increased by diverting his attention. The 
results obtained on those patients showing schizophrenic reactions 
are in close agreement with those obtained from normal subjects, 
and stand in marked contrast to the findings on patients with affec- 
tive disorders. 


SUM MARY. 


1. The knee jerk and its response to reinforcement have been 
studied in the different psychoses. 

2. Manic-depressive, depressed, and involutional patients show- 
ing symptoms of agitation and depression give large reflex re- 
sponses. As the mental symptoms subside the size of the reflex 
decreases. 

3. Agitated and depressed patients are unable to reinforce a 
maximal patellar reflex response. Evidence is presented that this 
failure of the reinforcing act to increase the size of the knee jerk 
is a phenomena of occlusion. 

4. Hypomanic patients give unpredictable reflex responses. 


5. Schizophrenic patients give responses similar to those ob- 


tained from normal individuals. 
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DISCUSSION. 


Dr. L. R. Gowan (Duluth, Minn.).—A paper of this type is necessarily a 
very difficult one for one who is not dealing in laboratory methods of neuro- 
physiology to discuss, and especially when one attempts to interpret certain 
psychoneuro-physiological mechanisms in terms of reflexes. There is so much 
that we do not know about the normal patellar reflex, and that fact adds 
to the difficulty. 

The first point that I would make is this: I believe Dr. Hughes’ method of 
study of this problem would have been simplified had he attempted to carry 
it out with the patient in the prone position, and had he set up his apparatus 
in a different fashion. We know that patellar reflex studies are simplified 
considerably if the patient is in a prone position. With the patient in an up- 
right position the question of postural tone enters into the picture and com- 
plicates the response. So I would like to suggest that at least some of these 
patients, or similar patients, should be checked with an apparatus set up with 
the individual in a reclining position with no muscular tension on the knee, 
or on any other part of the body. 

The question of the time element also enters here, and is a very important 
one, because we are dealing with individuals who are not normal, whose atten- 
tive processes are impaired and are very variable. This is especially true 
in an agitated depressed patient. An agitated patient’s attention must be 
directed elsewhere to a great degree; it is not given entirely to the experiment 
and he is unable to relax. On the other hand, we also know that a depressed 
patient, or an individual who has unpleasant feelings, as a rule has very de- 
pressed physical reactions, including reflexes, so that it would seem that in 
an agitated depressed patient we have two contradictory forces at play, the 
agitation having the upper hand, and overcoming the underlying depressed 
phase, but nevertheless the two intra-psychic mechanisms being at work at 
the same time. 

It is obviously very necessary to have experimentation of this kind care- 
fully controlled. If it is not, the interpretations can easily lead one astray. 
The question has arisen in my mind, too, as to what effect the repetition of 
this experimentation has had on some of these patients. Has the fact that 
they have had this test performed on them previously, affected the subsequent 
tests? 

The question of physical strength and fatigue enters also into any ex- 
periment of this type. 
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Dr. Hughes did not use the word “ occlusion” in his explanatory interpre- 
tation of the reinforcement mechanism, but from the diagram I rather assumed 
that he was explaining this on the occlusion theory. As I understand the 
occlusion theory, it deals entirely with the spinal-mechanism and has nothing 
to do with the impulse that might come from higher centers. We must also 
keep in mind the fact that in one instance we have two motor mechanisms re- 
inforcing each other. In the other instance we have one motor mechanism 
and the other which may be called a psychic mechanism. If we are going to 
explain the result of his research on the basis of occlusion, then we have to 
assume that the impulses which are traveling down the spinal cord because 
of this agitation are of the same type of impulses as one might have where an 
actual motor act is performed. I do not believe it is as simple as that. I can- 
not quite accept the occlusion theory to explain the results. 

If that is so, then it comes down strictly to a question of muscle tone. It is 
well known that pleasant or unpleasant thoughts have a great deal to do with 
the development and maintenance of muscle tone. Then again, the position of 
the patient during the experimentation enters in. The muscle tone in the 
upright position is augmented; the muscle tone in the reclining position is as 
nearly at rest as possible. 

I think the work as a whole is a fine approach and should be carried on 
much further. I like it especially because it is an attempt to approach psy- 
chiatric problems more objectively than we are accustomed to. And although 
I am by no means an antagonist of the strictly functional psychoanalytical 
interpretation of various types of behavior, yet I believe we do need the 
objective approach in this center and that center scattered throughout the 
country to act more or less as a counter-balance. I do not believe we have 
enough enthusiasts for the objective organic approach to psychiatric problems. 
And with that in mind I am especially grateful to Dr. Hughes for presenting 
this paper to us today. 


Dr. Howarp C. Curtis (Wichita, Kans.).—Unfortunately, in doing routine 
examinations we are unable to apply the elaborate technique which Dr. 
Hughes has demonstrated and are forced to rely upon more simple methods. 
There are many factors that influence the patellar reflex which should be con- 
sidered; the age of the individual, the weight, the mental and emotional state 
and the physical condition all influence the patellar reflex. There are a 
number of diseases that influence the reflexes, some increase and some abolish 
it. There are also a certain number of people, probably one in twenty or 
thirty, who have an absent patellar reflex from birth. The patellar reflex is 
so variable in the psychoses it is difficult to properly evaluate its clinical value. 
The presentation of this subject is worthy of further study and consideration. 


Dr. A. L. Skooc (Kansas City, Mo.).—I have listened with a great deal 
of interest to this valuable presentation, particularly in that he demonstrated 
by some more exact methods than can be determined without instruments. 
However, I do believe that if we have had a lot of experience and are very 
careful in our technique we can apply a certain degree of pressure in differ- 
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ent cases and increase or decrease that pressure, or percussion pressure, and 
very often formulate some idea of the amount of stimulus required to bring 
out the reflex and draw some valuable conclusions. 

Dr. Hughes’ presentation is interesting in that it brings in the additional 
stimuli. For instance, a stimulus coming from higher levels, even cortical 
levels, to the anterior horn, in addition to the one tested for, may bring out a 
reflex or increase a reflex. I am wondering if Dr. Strecker and Dr. Hughes 
could use Monakows’ term of diaschesis, applied to this. 


Dr. Josepn Hucues (Philadelphia) —In regard to Dr. Gowan’s question 
may I point out that the explanation of our finding, that agitated and de- 
pressed patients cannot reinforce a maximal patellar reflex response because of 
occlusion, rests upon the observation that these patients can reinforce a knee 
jerk providing that the reflex response is small, but cannot reinforce a large 
patellar reflex response. 

Dr. Curtis raises the question of the clinical interpretation of our findings. 
Apparently the size of the reflex response and the degree to which it can be 
reinforced varies with the emotional state of the patient. The reflex changes 
which we describe may be noted on clinical examination. 

There are two explanations of the mechanism of reinforcement. As pointed 
out by Dr. Lorente de No, it might be brought about by the reinforcing act 
abolishing cortical inhibitory stimuli, on the other hand the act of reinforce- 
ment may actually bring about the excitation of additional motor horn cells 
concerned in the patellar reflex response by means of summation of the exci- 
tation set up by the reinforcing act with that set up by the blow to the patellar 
tendon, thereby firing off those cells which would only be subliminally stimu- 
lated by either stimulus alone. 


A PSYCHOTIC FAMILY. 
By W. R. DUNTON, JR., Catonsviti_e, Mb. 


Having been rather closely associated with several members of 
the same family who have been psychotic, and having been able to 
obtain a complete history of their ascent and descent, it has been 
suggested that this family history be made a matter of record. 

For obvious reasons names are not used and numbers indicate 
individuals in the chart and in the brief personal histories which 
follow. Considerable information relative to forebears was gained 
from one of the members of the family a number of years ago and 
her comments are quoted verbatim. The chart will serve to orient 
the reader. It was first thought that inbreeding was possibly the 
start of this defective taint, but it may be noted that parents of the 
female partner (18) of this consanguineous marriage were both 
psychotic and that this woman was characterized as “ suspicious 
and jealous.” It seems probable that she was paranoid. Also her 
‘religious crank” which may indicate a paranoid 
trend or a tendency to depressions. 


‘ 


mother was a 


It must be remembered that it is only in the last 30 years or so 
that attention has been paid to those psychoses which in former 
‘put up with” at home. A patient had to be 
greatly disturbed to be placed in an asylum. Also such patients are 


‘ 


generations were 


not recorded by mental hygiene commissions or other supervisory 
boards. 

Those who have been definitely alcoholic have not been marked 
as psychotic although in several cases such may have been justifi- 
able. Also few siblings have been included because at present 
(1936) while the condition of a number of these has been as- 
certained it has not been possible to determine accurately just how 
many may be regarded as having been normal. For example, 25 
has been included here but has not been marked as psychotic be- 
cause he has never, so far as I know, been in a hospital for mental 
patients, yet many regard him as a manic. Also a number of 
collaterals of 24 and 25 are known to have suffered mental attacks 
but it has not been possible as yet to trace certain lines of their 
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forebears. Until this information can be obtained it seems wiser 
to limit this report chiefly to direct ascent and descent. Also the 
histories show that a number of these individuals were prominent 


in their communities and must have possessed qualities of leader- 
ship. 


CASE HISTORIES. 


1. Going back six generations we find that 1 (1760-1829) was a governor 
of a Southern state, one of the framers of its constitution, a general of its 
militia and owner of a large estate. According to 24 he “ manumitted his 
slaves by will, owing it is said to his wife’s influence, but it was long after 
her death and when he had done with them.” 

2. Wife of 1 was characterized as “a religious crank. Thought it wicked 
to have her portrait painted.”” She was married in 1782 and had 11 children, 
only two of whom, 9 and 12 of this series, need concern us. She was a 
member of a fairly prominent family and so far as known it has no psychotic 
taint. 

3. While having the same surname was “no relation. A capable business 
man.” 

4. The wife of 3, “died at the birth of her only child.” 

5. Was a general in the Revolutionary War, a governor of his state and 
a man of sufficient prominence to have a statue erected to his memory many 
years after his death. “ Lived to a good old age with a bullet in his arm 
which finally caused his death. The family hero.” 

6. Wife (1760-1814) of 5. “The one bright spot in all this pedigree of 
gloom.” A member of a Tory family prominent in the Revolution. Her 
portrait shows a most attractive young woman. 

7. But little is known of him except that he was “a man of ungovernable 
temper. Married twice. A local official.” 

8. Was 7’s first wife. She “died of galloping consumption after thirteen 
or fourteen years of married life.” 16 was her oldest child. 

9. A son (1812-?) of 1 and 2. “ Never a man of vigorous mind. Dissipated 
in his youth. Feebleminded in old age. Died at 77.” 

10. Wife of 9. “ Died about 65 of cerebral softening ‘brought on by worry.’ 
A talented and cultivated woman.” A daughter married twice, her second 
husband being a physician of prominence. 

11. Son of 5 and 6. “ Thought he had committed the unpardonable sin. 
Had melancholia and softening of the brain after typhoid.” 

12. Daughter of 1 and 2 and wife of 11. “ Died at 27 shortly after the 
birth of a half-witted son. Melancholia during pregnancy.” 

13. “A man of brilliant mental endowments. Died at the age of 58 with 
Bright’s disease. Lawyer and state senator. His father was a merchant who 
died the first year of married life.” “ His mother outlived her husband and son 
and died when over 80, having passed her latter years in blindness. His 
paternal grandfather was a “ martyr to gout. A merchant who died in 1817.” 
13 died “ well advanced in years.” As did his paternal grandmother. 
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14. The first wife of 13. She was “asthmatic. Died at about the age 
of 36 after a miscarriage.” ‘“ Her mother outlived husband and daughter. 
Married a second time and was over go at the time of her death of old age.” 

15. “ Died from no disease but from the gradual breaking down from old 
age after 80. Lawyer. A gentle, benevolent, but visionary man. His parents 
died comparatively young. Both born to wealth but died poor.” 

16. Wife of 15. Daughter of 7 and 8. “ Died at the age of 83 (in full 
possession of will and faculties) as a result of a fall and broken arm, ending 
in heart failure. Subject for years to rheumatism and disorder of the liver 
which made her hard to get along with.” 

17. Son of 9 and 10. “ Died at Rome in his 43d year of typhoid. Was 
depressed at times. Married his first cousin” (18). 

18. Daughter of 11 and 12 and wife of 17. “Alive (1898) in her 74th 
year. Very religious, but suspicious and jealous, so that she had been un- 
reasonable for 25 years. For twelve years she has had senile epilepsy.” 

19. Son of 13 and 14. Husband of 20. ‘“ Clever in youth at speech making 
and versification. Social talents his curse. Now at 71 (1898) a weak old man. 
Lawyer.” 

20. Daughter of 15 and 16, wife of 19. “A vigorous constitution both of 
mind and body which has weathered storms calculated to drive weaker 
mortals to their graves. Now at the , of 65 (1898) emotional, suffering at 
times from loss of memory and twit 5 of rheumatism. Old age was slow 
in coming on but is here at last.” 

21. Here we begin another line. The husband of 22 and father of 
A prominent physician in a large city 


20. 

22. Wife of 21. Known to the writer as a slight but vigorous and mentally 
alert woman who died at an advanced age. It is believed that there were 
some psychotics in her line but the histories are not known at present. 

23. Son of 17 and 18 and husband of 24. Known to the writer. Living 
(1936) aged 81 without much mental deterioration, but is believed never to 
have had the same degree of intelligence as his siblings. Three brothers 
are dead, one dying in his twenties, without issue, of appendicitis. None 
are known to have been psychotic. Probably because of his lower mental 
capacity 23 was given the task of looking after the large family estate founded 
by the uncle of 1. Bears troubles well and does not permit them to depress him. 

24. Daughter of 19 and 20 and wife of 23. A bright, energetic woman of 
apparently strong character. The commentator whose notes give so much 
information as the quotations show. ‘“ Asthmatic from 31. Came on when 
in a run down condition from neglected internal trouble. Subject to rheuma- 
tism and gout which affects the eyes.” Wrote several books chiefly on local 
history and genealogy. Died 1928. 

25. Brother of 24 and son of 19 and 20. Always eccentric and dissipated. 
Was noted for several years for repeatedly knocking down a particular lamp 
post when driving his car at night. Has traveled much. Married, divorced 
ana married a foreigner. A natural daughter was accepted socially despite 
a disagreeable personality. She suicided in 1928. 


an 
ho 
pe 
Sal 
th 
of 
pa 

pk 

T 

ag 

Ic 

pé 

ot 

la 

T 

\ 

h 

n 

d 

| 
a 

a 

1 


1936] W. R. DUNTON, JR. 563 


26. Son (1857-1898) of 21 and 22. Husband of 27. He was alcoholic 
and they lived together but a short time. A lawyer. 

27. Wife of 26. Another new line. A mental case for years but never 
hospitalized. Undoubtedly paranoid. Her mother (49) was a person of great 
personal charm and intelligence as was her brother. Her father (48) is 
said to have had spells of depression. 

28. The oldest daughter and first child of 23 and 24 and the origin of 
these records. A case of dementia precox, her illness beginning at the age 
of 23 (1808) and she being under care since that date until her death in 1934. 

29. Second child and second daughter of 23 and 24. Mother of 35. Took 
part of a nurse’s training but did not graduate. Married in her thirties to a 
physician (30) of weak character who became alcoholic and a drug addict. 
Threatened to leave him but was persuaded not to. He died several years 
ago. In recent years 29 has been much crippled with arthritis and since 
1934 has been in a sanitarium for mental cases where she was diagnosed 
paranoid dementia precox, she then being 58 years old. She died in 1935. 

30. Husband of 29. Son of a physician of moderate reputation and nephew 
of one of America’s most distinguished scientists. A weak character who 
later became addicted to alcohol and drugs as has been noted. 

31. Third child and daughter of 23 and 24. Always of a suspicious nature. 
Thought people did not care for he: Never congenial with mother (24). 
Would take up interests and drop t 1. Took the illness of 28 much to 
heart. There was a strong physical i :mblance between them and to their 
mother. Took a nursing course but did not graduate. Her mental illness, 
dementia preecox, began in 1912 and she is still under care. 

32. Fourth child and first son of 23 and 24. An average man of 53 (1936) 
connected with an insurance business. Possibly a little below his associates 
in intelligence but gets by through his good humor and social prestige. 
llas two sons (39 and 4o) and a datighter (41) who are apparently normal 
although the daughter was somewhat of an enfant terrible. 

33. Wife of 32. A bright, intelligent woman, the daughter of a physician 
of some distinction. Is believed to have done much to aid her husband 
and children. 

34. Fifth child and second son of 23 and 24. Less well known to the writer. 
Active socially and connected with a finance company. It is suspected that his 
dignified bearing conceals a mediocre intelligence. Is married and has two 
children, a boy and a daughter several years younger. 

35. Wife of 34. Unknown to the writer. Has some connection with the 
family of 22. Is said to be a social climber. 

36. Youngest child and third son of 23 and 24. Mother was in poor 
physical health for some years before his birth and was ill during this preg- 
nancy. Was irritable and quick tempered when young and difficult to train 
and control. Later in life he made many friends through his “sweet and 
amiable disposition.” He studied law at a distant university and received 
two conditions during his first year which he worked off during his second. 
At this time he became interested in religion, expressed a desire to enter the 
ministry. In February 1911 he said that he was destined by the Lord to 
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14. The first wife of 13. She was “asthmatic. Died at about the age 
of 36 after a miscarriage.” “ Her mother outlived husband and daughter. 
Married a second time and was over 90 at the time of her death of old age.” 

15. “ Died from no disease but from the gradual breaking down from old 
age after 80. Lawyer. A gentle, benevolent, but visionary man. His parents 
died comparatively young. Both born to wealth but died poor.” 

16. Wife of 15. Daughter of 7 and 8 “ Died at the age of 83 (in full 
possession of will and faculties) as a result of a fall and broken arm, ending 
in heart failure. Subject for years to rheumatism and disorder of the liver 
which made her hard to get along with.” 

17. Son of 9 and 10. “ Died at Rome in his 43d year of typhoid. Was 
depressed at times. Married his first cousin” (18). 

18. Daughter of 11 and 12 and wife of 17. “Alive (1898) in her 74th 
year. Very religious, but suspicious and jealous, so that she had been un- 
reasonable for 25 years. For twelve years she has had senile epilepsy.” 


19. Son of 13 and 14. Husband of 20. “ Clever in youth at speech making 
and versification. Social talents his curse. Now at 71 (1898) a weak old man. 
Lawyer.” 

20. Daughter of 15 and 16, wife of 19. “A vigorous constitution both of 
mind and body which has weathere’ storms calculated to drive weaker 
mortals to their graves. Now at the f 65 (1898) emotional, suffering at 
times from loss of memory and twit of rheumatism. Old age was slow 
in coming on but is here at last.” 

21. Here we begin another line. The husband of 22 and father of 26. 
A prominent physician in a large city 

22. Wife of 21. Known to the writer as a slight but vigorous and mentally 
alert woman who died at an advanced age. It is believed that there were 
some psychotics in her line but th. histories are not known at present. 

23. Son of 17 and 18 and husband of 24. Known to the writer. Living 
(1936) aged 81 without much mental deterioration, but is believed never to 
have had the same degree of intelligence as his siblings. Three brothers 
are dead, one dying in his twenties, without issue, of appendicitis. None 
are known to have been psychotic. Probably because of his lower mental 
capacity 23 was given the task of looking after the large family estate founded 
by the uncle of 1. Bears troubles well and does not permit them to depress him. 

24. Daughter of 19 and 20 and wife of 23. A bright, energetic woman of 
apparently strong character. The commentator whose notes give so much 
information as the quotations show. ‘“ Asthmatic from 31. Came on when 
in a run down condition from neglected internal trouble. Subject to rheuma- 
tism and gout which affects the eyes.” Wrote several books chiefly on local 
history and genealogy. Died 1928. 


25. Brother of 24 and son of 19 and 20. Always eccentric and dissipated. 
Was noted for several years for repeatedly knocking down a particular lamp 
post when driving his car at night. Has traveled much. Married, divorced 
and married a foreigner. A natural daughter was accepted socially despite 
a disagreeable personality. She suicided in 1928. 
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26. Son (1857-1898) of 21 and 22. Husband of 27. He was alcoholic 
and they lived together but a short time. A lawyer. 

27. Wife of 26. Another new line. A mental case for years but never 
hospitalized. Undoubtedly paranoid. Her mother (49) was a person of great 
personal charm and intelligence as was her brother. Her father (48) is 
said to have had spells of depression. 

28. The oldest daughter and first child of 23 and 24 and the origin of 
these records. A case of dementia precox, her illness beginning at the age 
of 23 (18908) and she being under care since that date until her death in 1934. 

29. Second child and second daughter of 23 and 24. Mother of 35. Took 
part of a nurse’s training but did not graduate. Married in her thirties to a 
physician (30) of weak character who became alcoholic and a drug addict. 
Threatened to leave him but was persuaded not to. He died several years 
ago. In recent years 29 has been much crippled with arthritis and since 
1934 has been in a sanitarium for mental cases where she was diagnosed 
paranoid dementia przcox, she then being 58 years old. She died in 1935. 

30. Husband of 29. Son of a physician of moderate reputation and nephew 
of one of America’s most distinguished scientists. A weak character who 
later became addicted to alcohol and drugs as has been noted. 

31. Third child and daughter of 23 1nd 24. Always of a suspicious nature. 
Thought people did not care for he: Never congenial with mother (24). 
Would take up interests and drop t 1. Took the illness of 28 much to 
heart. There was a strong physical i -mblance between them and to their 
mother. Took a nursing course but did not graduate. Her mental illness, 
dementia pracox, began in 1912 and she is still under care. 

32. Fourth child and first son of 23 and 24. An average man of 53 (1936) 
connected with an insurance business. Possibly a little below his associates 
in intelligence but gets by through his good humor and social prestige. 
llas two sons (39 and 4o) and a datighter (41) who are apparently normal 
although the daughter was somewhat of an enfant terrible. 

33. Wife of 32. A bright, intelligent woman, the daughter of a physician 
of some distinction. Is believed to have done much to aid her husband 
and children. 

34. Fifth child and second son of 23 and 24. Less well known to the writer. 
\ctive socially and connected with a finance company. It is suspected that his 
dignified bearing conceals a mediocre intelligence. Is married and has two 
children, a boy and a daughter several years younger. 

35. Wife of 34. Unknown to the writer. Has some connection with the 
family of 22. Is said to be a social climber. 

36. Youngest child and third son of 23 and 24. Mother was in poor 
physical health for some years before his birth and was ill during this preg- 
nancy. Was irritable and quick tempered when young and difficult to train 
and control. Later in life he made many friends through his “sweet and 
amiable disposition.” He studied law at a distant university and received 
two conditions during his first year which he worked off during his second. 
At this time he became interested in religion, expressed a desire to enter the 
ministry. In February 1911 he said that he was destined by the Lord to 


v. 
d 
ll 
g 
r 
1 
| 


504 A PSYCHOTIC FAMIL\ [ Nov. 


help others. About this time it is said he became engaged to three girls, 


one of whom hired her young cousin to see how attention he paid to 
another. In May 1911 he went to a mental hospi Gossip was that he 
did so to avoid the consequences of the above entanglement. He was then 
in a mild and increasing elation. In July he was “inaccessible, confused, 
assumed bizarre attitudes and had a dreamlike appearance.” Diagnosis was 
dementia przcox, catatonic excitement. He was discharged as improved, 
November 

He then studied law in the office of a relative and later became so suc- 
cessful as an insurance solicitor that he abandoned law. He later married, 


cto 5, 37 whom he had met as a fellow patient in the mental hospital. 
October 1915, 37 whom | 1 I t 1 hospital 
As she had a “controlling” interest in their income he was dominated 
somewhat by her. By 1926 there was some disharmony and talk of divorce, 
but this was adjusted. His wife characterized him as “a spoiled little boy 
who had to be looked after.” 

In 1928 he took a short trip abroad and during it read Dr. Oliver's “ Fear.” 
This caused a determination to assert himself and he became somewhat 

omanic. By October he had become depressed and in November “ fe 

hypomani 3y Octol he had | 1 1 N I fell 
5 a window” resulting in a fractured spine and paraplegia. The de- 
from a wind I 
pression gave way to many delusions, fantastic and persecutory, and he 
is now (1936) in a deteriorated mental state 


37. Daughter and only child of 26 and 27 and wife of 36. Her mother 
was paranoid at least and kept 37 in a dark room alone with her for long 


periods and would not allow her to associate with other children, so that 
she became selfish and inconsiderate of others. In 1912 she developed a 
mental attack and was treated at a relative’s home and later in a hospital 
for a year, after which she lived with a nurse as a companion. She was 
self-willed and though her marriage to 36 was opposed because of bad heredity, 
their own illnesses, etc., she persisted in carrying it through. Her relatives 
had provided her with an ample income, she dominated her husband and 
interfered with his vocation, so that he became somewhat of a handyman and 
nurse until his revolt in 1928. Sometime before his “accident” he had 
confessed to a flirtation with another woman, not the first of which he had 
been guilty, but possibly a little more serious. She handled this weli though 
disturbed by it, as she had come to recognize that she must treat him tactfully. 

Following the “accident” and during her husband’s care in a general 
hospital she bore up well until July, 1929, when she expressed herself as 
“all in.’ She improved with forced rest and at times expressed the fear 
that she might become mentally sick as s| 
had preceding her attack of 1912. 

Her husband was brought to their home, and as she distrusted his male 
nurses she made frequent trips to his room to see if he was all right. His con- 
dition stirred her emotionally, her poor sleep became worse, her children 
returned from their summer camps and she worried about the effect of their 
father’s condition on them. She was advised to place her husband in a 
mental hospital but could not decide. He was then prevailed upon to seek 
voluntary admission to a sanitarium. 


1e had the same feelings as she 
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Subsequently she had a mental attack in which she was confused and 
apprehensive, but apparently made a good recovery and acquired a more sane 
outlook upon life and her problems than she ever had previously. 

It is notable that none of her four pregnancies caused any mental symptoms. 

38. Is the daughter and only child of 29 and 30. Despite the handicap of 
her parents she grew up a charming, intelligent young girl with considerable 
skill in modeling. She graduated from a woman’s college but during her 
senior year had greatly run down physically because of her worry over a 
love afiair and religion. Apparently she had resorted to Buchmanism without 
finding comfort. Shortly afterward (1933) it was necessary to place her 
in a mental hospital where she was diagnosed schizophrenia. She was re- 
moved after a time and taken to a sanitarium where she improved and by 
1936 is said to have greatly improved so that she is able to live with a relative. 

39. The first son and child of 32 and 33 is not well known. He is believed 
to be normal and was married March 1935. 

40. The second child and son of 32 and 33. He is almost unknown to the 
writer. 

41. Third child and only daughter of 32 and 33. It has been noted that 
she was somewhat of an enfant terrible but has steadied down as she 
has grown older. 

42. First child and first daughter of 36 and 37. Now (1936) 20 years 
old and a charming young girl. Was of nervous temperament, inclined to be 
morbid and possibly somewhat jealous of her younger sister who is more 
gifted. Has been a source of anxiety to her mother but seems to have made 
excellent adjustment. The illness of her cousin, 38, was a shock to her and 
is believed to have caused her to think out her own problems and their solu- 
tion. After a year at college she seems to have much better poise. 

43. Third child and second daughter of 36 and 37. Gifted musically. When 
only 15 several of her compositions were published. Had to be withdrawn 
from school because of choreiform movements. Later (1935) it was neces- 
sary to curtail her musical education because with her school work it was 
proving too much of a strain. 

44. Second child and first son of 36 and 37. At thirteen was the “ feather- 
weight” champion of wrestling in his school and had an interest in music. 
Was moderately shy but seemed to show no especial peculiarities until the 
spring of 1936 when at the age of 18 he had a well-marked schizophrenic 
attack requiring hospital care. There has been an improvement but he is 
still far from well. 

45. Fourth and last child and second son of 36 and 37. Is believed to be 
slightly retarded mentally but this is more of a suspicion to the writer 
than a proved fact. 


It should be mentioned that a woman first cousin of 24 has been 
insane since 1911 and is still under care. This line is not sufficiently 
well known for comment but is connected by marriage with that 
of 27. It seems possible that the psychoses of the offspring of 

37 
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23 and 24 are to a degree caused by the taint that was brought in 
by 24. It is hoped that her line may be studied and this point 
cleared up. 

The chart does not show all siblings nor those entering the 
family by marriage except as noted. Adding these brings the total 
number of individuals of whom there is record to 132. Little 
is known of many of these except their names. Also the chart 
does not show the feeble-minded son of 11 and 12, nor the 
daughter of 25 who suicided. If it is granted that these two were 
psychotic there is definite record of 14 individuals of this family 
having been psychotic. In addition there are 11 individuals (indi- 
cated on the chart by question marks) who apparently have had 
neuroses or have been mildly psychotic, a total of 25 out of 132, or 
nearly 19 per cent. It is believed that there are few families who 
show such a high percentage of individual members with a psycho- 
pathic taint. 
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NEUROCIRCULATORY REACTIONS IN THE PSYCHO- 
NEUROSES STUDIED BY THE SCHNEIDER 
METHOD.* 


By ROSS A. McFARLAND, Pu.D., ann JAMES H. 
HUDDLESON, M. D. 


TrESTS FOR NEUROCIRCULATORY EFFICIENCY. 


The efficiency of the circulatory system has been one of the guides 
followed to discover the state of a subject’s health. The close re- 
lationship between the mental and the physical, which is constantly 
being revealed through biochemical research, has prompted this 
investigation of the neurocirculatory responses in psychoneurotics. 

Neurocirculatory efficiency has been measured in terms of respi- 
ratory reactions (e. g., the Flack-Woolham Index of Fitness), of 
pulse rates, of arterial or venous pressures, and particularly of the 
effects of postural change and exercise upon pulse rate and arterial 
blood pressure. Details of procedure in such well-known tests as 
Crampton’s “ blood ptosis,” Hambly, Pembrey and Warner’s “ pulse 
ratio,’ Turner’s adaptation to prolonged standing, and the “‘ Index ” 
developed by Schneider are described in his text * (pp. 298-323). 

The Schneider Index, detailed below, expresses an attempt to em- 
ploy tests for pulse rate and blood pressure in a standardized manner 
and to combine the results, arbitrarily weighted to avoid over em- 
phasis of any one item, into a single score. 


SCHNEIDER INDEX: PROCEDURE AND SCORING. 


After the subject has rested, reclining, for at least five minutes: 

1. The pulse rate is counted for consecutive 20-second periods. 
When three such counts are the same, this count is multiplied by 
three and recorded. 


*From the Departments of Neurology and of Psychology, Columbia 
University. 

The authors are indebted to Dr. Frederick Tilney, Director, the Neuro- 
logical Institute of New York, for the use of its case material; to the Council 
on Research in the Social Sciences of Columbia University, for financial 
assistance; and to Drs. S. E. Soltz and Paul Haun, and Messrs. C. P. 
Seitz, H. Staples and William Moss, for assistance in testing. 
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2. The systolic pressure is taken by auscultation and recorded. 
Two or three readings are taken. 

3. The subject then rises and stands for two minutes to allow 
the pulse to assume a uniform rate. When three consecutive 20- 
second counts are the same, it is multiplied by three and recorded. 
This is the normal standing rate. 

4. The standing pulse minus the reclining pulse gives the in- 
crease or decrease on standing. 

5. The systolic pressure is taken as before, but in the standing 
position, and is recorded. 

6. Timed by a stopwatch, the subject next steps upon a chair 
18 inches high, five times in 15 seconds. To make this procedure 
uniform, the subject stands with one foot on the chair at the count 
one. This foot remains on the chair and is not brought to the floor 
again until after the count of five. At each count he brings the 
other foot on the chair, and at the count “ down ” replaces it on the 
floor. This should be timed accurately so that at the 15-second 
mark on the stopwatch both feet are on the floor. 

7. Counting the pulse is started immediately at the 15-second 
mark on the stopwatch, and continued for 15 seconds. This count is 
multiplied by four and recorded. 

8. Counting the pulse is continued in 30-second periods until 
the rate has returned to the normal standing rate. The number of 
seconds it takes to return is recorded. In computing this return, 
the examiner counts from the end of the 15 seconds of exercise to 
the beginning of the first normal 15-second pulse count. If the 
pulse has not returned to normal at the end of two minutes 
the number of beats above normal is recorded, and counting 
discontinued. 

g. The six tests given are scored separately. The highest score 
for each test is +2, the lowest —3. The final score is the algebraic 
sum of the separate scores. 


SCHNEIDER INDEX: NORMS AND COMMENT. 


Reed ? reported the average score for 30 male employees of a New 
York state hospital as 10.6. Of these subjects, 43.4 per cent scored 
below 10. Thirty-six female employees averaged 9.05, 61.2 per cent 
scoring below 10. Linton, Hamelink and Hoskins * found an aver- 
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SCHNEIDER'S! (Pp. 312) TABLE FOR GRADING CARDIOVASCULAR CHANGES, 


A. Reclining pulse rate. B. Pulse rate increase on standing. 
} ela | 19-26 27-34 35-42 
Rate. Points. | be tn | i hong | beats, beats, beats, 
| pone. points. points. points. points. 
50-60 | 3 3 | 2 I 
61-70 ...... 3 | 3 | 2 | I 
2 | | 2 | =—2 
o | I o | -2 —3 | -3 
| | 
} | 
C. Standing pulse rate. D. Pulse rate increase immediately after exercise. 
| | 
O-10 | I1I-20 21-30 | 31-40 | 41-50 
Rate. Points. beats, | beats, | beats, | beats, | beats, 
points. points. | points. | points. | points. 
60-70 3 2 | | 
71-80 3 3 | 2 | I | oO fe) 
81-90 2 3 | 2 oO —I 
QI-I00 I 2 I | o | 
IOI-I10. I | o | -I | —2 —3 
III-120.. idl o | | | -2 —3 —3 
121-130 o | | —2 | -3 —3 —3 
| | 


E. Return of pulse rate to standing normal F. Systolic pressure, standing, compared 


After 120: 11-30 
beats above normal..........—2 


after exercise. | with reclining. 

Seconds. P oints.| in mm. “Points. 

beats above normal..........—1 Fall of 6 or more............—1 


| 
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age score of 13.4 for 25 male members of the staff of a Massa- 
chusetts state hospital. 

In Scott’s * studies of physical efficiency, 410 candidates for the 
air service made a mean score of 11. Ninety-seven per cent of those 
who scored 8 or over were qualified by the results of the complete 
examination. Only 15 per cent of examinees scoring 7 or less were 
so qualified. In effect, a score under 8 indicated a physical condition 
in which flying was unsafe. Scott admits that an examiner skilled 
in clinical cardiology and neuropsychiatry can make a diagnosis of 
“ staleness,” but adds that the Schneider scheme offers the best 
measure of the degree of the condition. In 63 per cent of a series of 
cases reported by Schneider ® the physical unfitness shown by his 
Index was corroborated by other evidence. 

McFarland ® determined a mean index of 13 at sea level, for the 
10 members of the International High Altitude [Expedition to Chile 
1935. For a group of 35 miners who lived permanently at 17,500 
feet and worked at 19,000 feet, the mean index was 14.1; a group 
of workmen at sea level, comparable in race, age, and physical 
habitus, had a mean score of 10.6. Of the expedition’s members who 
were studied at high altitudes, those with an index below 7 proved 
the most susceptible to mountain sickness. 

Certain shortcomings of the test have been alleged. Potter? 
claimed that it involved so many different factors that it was 
unsuited to emotionally unstable subjects. 

Technically, short or overweight persons are at some disadvan- 
tage in climbing on the 18-inch chair; slightly disproportionate 
energy may be expended. 

In scoring no advantage is taken either of diastolic or of pulse 
pressures. In spite of the difficulties of objectively recording vari- 
ations in diastolic pressure both these reactions appear to have 
significance in estimating physical fitness. 

A fall in the pulse rate on standing or after exercise would seem 
to merit some attention. This is particularly true since a 0 to 10 
increase in pulse rate on standing, in the index, indicates maximum 
efficiency. One would expect, therefore, a fall of one to two points 
to imply even greater efficiency. We found a number of such cases 
but the frequency was greater among the patients whose cardiovas- 
cular reactions were poor; on this basis a drop in pulse rate on 
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standing would merit a minus score instead of plus three as by 
Schneider’s method. 

The score is weighted somewhat in favor of the individual with a 
low initial pulse rate, 7. ¢., the index may be slightly raised out of 
proportion to the rest of the total performance (Scott, Linton 
et al.*). However, while many athletes tend to have an initially low 
pulse, their superiority will still be indicated in the other items of 
their total scores, even if this bradycardia be discounted. 

Outside of disease or debility, other factors affect the index. An 
active life raises it (Reed *); physical training, by slowing the 
initial pulse rate, should also raise it. Schneider * found evidence of 
diurnal changes; these were particularly noticeable directly after 
meals. Griffith ef al.* offer some evidence that the score is highest 
in the summer months; also, that it fluctuates slightly with the 
menstrual period in women. 

There is need for a functional test involving a number of different 
activities. The Schneider test does seem to combine the more im- 
portant variables into a single score that has proved valuable in the 
detection of neurocirculatory unfitness in pilots, athletes, and ado- 
lescents, psychotic patients and cardiac patients. No doubt it is of 
most value in detecting gross rather than minute differences, but 
it is easy to administer and has been standardized fairly carefully. 
Its relationship to neuropsychiatry will be discussed below. 


RELATION OF CIRCULATORY INEFFICIENCY TO NEUROPSYCHIATRIC 
SYMPTOMS. 


The coincidence of cardiovascular with mental abnormalities is 
not uncommon in the lower grades of feebleminded, in whom an 
aplastic nervous system is associated with incomplete development 
of other systems as well. In acquired pathological conditions, 
particularly those of the involutional and senile periods, the mental 
parallels the vascular pathology more or less closely. Without proof 
that either depends necessarily upon the other, each is interpretable 
equally as a manifestation of advancing dissolution. 

Deficiencies in the cerebral circulation may cause mental disorders 
by slowing the flow of blood. Circulatory embarrassment affecting 
the brain in whole or in part may be accompanied by symptoms 
clinically indistinguishable from those characteristic of mental de- 
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fect, psychosis or psychoneurosis. In stagnant anoxia even though 
the arterial blood is normally saturated with oxygen a deficiency in 
the cells occurs if the circulation is so retarded that oxygen is not 
transported rapidly enough to maintain the optimum tension in the 
tissues. Such conditions are most frequently encountered in lowered 
arterial blood pressure and increased venous back pressure. Gibson ° 
states that cardiac insufficiency, affecting circulation in the brain and 
so altering blood pressure, blood velocity, and the O, and CO, ten- 
sion in the cerebral tissues, shows secondary effects on glands and 
other organs, as well as effects such as are expressed in changed 
mental reactions. It is known that cerebral tissue is = aipeeiid 
susceptible to deterioration under oxygen want. McFarland ?° has 
discussed the various psychological effects of anoxemia on human 
behavior. 

Circulatory inefficiency is without doul 


t closely associated with 
diverse neuropsychiatric symptoms. Individual differences must 
be reckoned with, and many persons suffer from the gravest forms 
of cardiac failure without showing nervous or mental changes other 
than mild apprehensiveness or enfeeblement. A state of anxiety is 
common in cardiopathies. 

Referring to the acute confusional states of severe cardiac de- 
compensation with accompanying brain changes, Hamburger ™ 
claimed that although his patients had had digitalis, belladonna, 
quinidin, alcohol, etc., the dosages of these drugs were insufficient to 
have caused untoward symptoms if cerebral circulation had been 
good. Stone ' similarly referred mental symptoms of cardiac and 
cardiovascular patients to their circulatory disorders. A “ cyanotic 
delirium ” was described by Clouston (cited by Gibson,®) as occur- 
ring in bronchitis, cardiac failure and asthma, all associated with a 
lack of oxygenation of the blood. The lag between decompensation 
and the onset of a confusional state tends to be matched by a similar 
lag between the reestablishment oF cardiac compensation and mental 
recovery. Michael ** comments, “ It is striking that this delirium has 
its onset at about the stage pe y which the patient is showing the 
first signs of recompensation.”’ 

Circulatory disturbances locally in the fore-brain (Von Mayen- 
dorf 1*), and widespread cerebrally (Spielmeyer ?°), may be closely 
related to certain psychotic symptoms. Irritation of cortical motor 
centers by vascular congestion has been suggested (Parhon *°) asa 
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cause of hyperkinetic symptonm!s in psychoneurotics. As long ago 
as 1903 Starr 7” called attention to a group of symptoms (dulness, 
apathy, perplexity, difficulty in thinking clearly and in recalling 
recent events), then generally regarded as neurasthenic, which he 
had observed among the prodromata of 80 per cent of a series of 
200 cases of apoplexy. 

Levy ** describes as early signs of cerebral anemia, a sense of 
exhaustion either constantly or after slight exertion ; dizziness ap- 
pearing during exercise, at rest or after a sudden change of position ; 
dull headaches, at times narrowly localized ; difficult mental effort, 
impaired memory, sleeplessness and disturbing dreams. Cerebral 
anemia, which can give rise to symptoms such as some of these, may 
be causally related to the same symptoms when they occur in the 
setting of a psychoneurosis. 

As to causation working in the opposite direction—emotion caus- 
ing circulatory inefficiency—the classical example is the nonstruc- 
tural neurocirculatory asthenia. This can become established after 
a period of habitual acceleration, itself caused by excitement, exer- 
tion, exhaustion following infectious diseases, etc. In adolescents 
and young adults, repression of the normal responses to emotional 
experiences, such as is seen in the mechanism of psychoneurosis 
formation, seems adequate to precipitate the syndrome. The litera- 
ture dealing with the interaction of emotion and the cardiovascular 
system as well as the emotional basis of certain cardiac disorders 
has been reviewed by Dunbar.’® 

In a recent statistical study attempting to correlate certain emo- 
reaches the conclu- 
deleterious physiological emotional reaction is pre- 


tions with structural causes of death, Gregg * 
sion that “ 
dominantly ischemic or endocrinological in its pathological mani- 
festations.”” The ischemia to which he refers is mainly that asso- 
ciated with coronary sclerosis and angina pectoris. 


Factors AFFECTING THE INDEX AS A WHOLE, IN NEUROPSY- 
CHIATRIC SYNDROMES: IN GENERAL. 


The pulse rate at rest is slowed by athletic training. Mitchell 
(cited by Schneider °) found an average college athlete’s pulse rate 
69 the first year, 64.5 the second, and 56.8 the third. Warm weather 
also tends to slow the pulse (Griffith et al.*). 
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Comments of several authors on the changes in pulse rate due to 
changes in posture appear in Table I. 

In weakened conditions, change of posture from lying to standing 
causes a marked rise in the pulse rate; also a fall (or at least a 
failure to rise) of the systolic pressure. Postural changes in pulse 
rate and in systolic pressure are relatively independent of each other, 
according to Schneider and Truesdell’s ** analysis of the index 
scores of 2400 men. Sewall ** often found a rise in diastolic pres- 
sure accompanying or replacing this fall in systolic 

The blood pressure at rest varies somewhat with age, weight, 
height, and sex ; time of day and time of year impress other varia- 
tions. Low pressure tends to be increased by training (Dear- 
born **), but when already normal the basal and standing blood 


rABLE |! 
POSTURAL CHANGES IN PULSE RAT! 

Reference. Lyin Sit Stand inc! i cree ly ing to 
Meylan?! 40 to 80 50 to 60 16, normal. 
Vierordt??...... 12 to 14, average. 
Flack and Hills. . 66.6 70.1 78.9 12.3, average male at 

age 27 


30 to 50 debilitated. 


pressures are not so increased (Schneider, Clarke and Ring **). 
Dawson ** found the diurnal variation in systolic and pulse pressures 
increased by training. 

Cobet *° and numerous others have described the blood pressure- 
reducing effect of an increase in the rate of respiratory exchange. 
The systolic pressure may fall 15 mm. Hg. under the influence of 
pulmonary hyperventilation and the resulting shift of the blood pH 
toward alkalosis. 

The influence of posture on blood pressure is shown in Table II. 
(Ghrist’s “ normals” included two subjects who felt faint in the 
vertical posture. ) 


An active life raises the index. Conditions that predispose an 
individual to altitude sickness, lower it (McFarland °). In 10 mem- 
bers of the International High Altitude Expedition to the Andes he 
observed a steady decline in the index with increasing altitude up to 
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17,500 feet, those who were most affected by the altitude rating 
lowest. The mean index for the group at sea level was 13; at 17,500 
feet, 7.8. 

In MENTAL DEFICIENCY. 


In 100 feebleminded children aged 10 to 15, Trentzsch *° found 
a normal range of Schneider Index scores. In 250 morons, Potter ? 
found an index below 9g in only 8 per cent of the whole series, or, 
in 7 per cent of the adapted and in Io per cent of the unstable 
patients. By age groups, none of Potter’s 10- to 15-year-old morons, 
contrasted with 15 per cent of those 21 to 4o years old, scored 
below g. Lower grade defectives ought to show reduced scores, in 
accord with their expected somatic (including cardiovascular) 
defects. 

In PsycuoslIs. 

Whether the several types of psychosis differ as to blood pressure 
levels, has been debated for decades. Gillespie ** found that schizo- 
phrenics showed less variability in blood pressure than did patients 
with affective psychoses or organic nervous diseases. Freeman, 
Hoskins and Sleeper ** determined the mean basal blood pressure of 
180 schizophrenics to be lower than that of normals—the systolic 
11.2 mm., the diastolic 16.7 mm., lower. Paranoids had the highest 
and catatonics the lowest pressures. Several months’ habituation to 
the procedure effected a moderate fall in pressures, particularly in 
the systolic. In another series of schizophrenics (Freeman *°), the 
final means were 100.3 systolic, and 60.8 diastolic. 

The low index reported in certain psychotic types has been com- 
pared with necropsy findings in the same types, viz.: 87 per cent 
of hebephrenic, 73 per cent of catatonic, and 27 per cent of para- 
noid schizophrenics (Trentzsch *°) scored below 10; 76 per cent 
(Lewis **) of the hebephrenic and catatonic had small aplastic hearts 
and blood vascular systems, only about one-ninth as many of the 
paranoid schizophrenics having equally small hearts. Trentzsch’s 
paranoids showed some improvement in index score after a month's 
training in standard exercise, while his catatonics and hebephrenics 
showed none. Reed? found that indolent schizophrenics had a 
lower average index than did active ones. Linton, Hamelink and 
Hoskins * concluded that schizophrenics’ scores showed a significant 
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In PSYCHONEUROSIS. 


Anxiety is commonly associated with disordered cardiorespiratory 
functions. Respiratory amplitude is often lessened in the presence 
of strong anxiety. Psychic disturbances may increase the cardiac 
output, pulse and blood pressure considerably, and the oxygen con- 
sumption only slightly (Grollman **). 

Blood pressure is likely to be unstable in the anxiety states ; the 
tendency to be high or low depends somewhat upon the stage of the 
psychoneurotic disorder. Hypertension probably predominates in 
the acute anxieties, hypotension in the chronics (when the precipi- 
tating causes have ceased to act). When exciting causes continue to 
act, pressures may remain up or even accumulate. 

In Hall’s *° series of 53 neurasthenics and psycliasthenics, 85 
per cent had hypotension, 15 per cent hypertension. Morrison and 
Diehl *° found hypertension common in psychoneurotics. Hyper- 
tension was frequently noted among subjects exposed to the more 
severe stresses of the World War. In 50 soldiers disabled by anxiety 
states that had lasted for from one week to one year, the tendency 
toward early hypertension with relative subsidence later—the dia- 
stolic falling less than the systolic—was verified (Huddleson,** 
p. 78). 

Neurocirculatory asthenia, an anxiety state in which the circula- 
tory disorder is extreme, exhibits respiratory irregularity, dyspnoea 
on exertion, tachycardia, faintness and ready fatigue. The pulse rate 
at rest has a range of about go to 100 and rises more than normally 
after exercise, but should return to the resting rate in two minutes. 
The blood pressure is normal or increased at rest, and exaggerated 
after exercise. Robey and Boas ** emphasize the instability of blood 
pressure in patients with neurocirculatory asthenia, and the gener- 
ally high systolic level, especially among the ambulatory ; the dia- 
stolic ranged around the upper limits of normal. Although the 
systolic rose further after exercise, the diastolic dropped. 

Incipient psychoneuroses are at once suggested by symptoms re- 
ported as accompanying those exaggerated responses of the circula- 
tory system, to exercise and postural change, that are reflected in a 
lowered index. Scott * frequently found “ increased psychomotor 
tension, prolonged secondary dilatation of the pupils, relaxed 
peripheral circulation, tics and tremors ” associated with this lower- 
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ing. He adds, “ It is the opinion of the neuropsychiatry department 
that these signs are manifestations of fatigue and that three of them 


appearing together give a sufficient reason for a temporary disquali- 


fication (of an aviator). . . . . With a Schneider Index score of 7 
or less, we can safely predict that at least three of the neurologic 
signs will be found.” 

Most of Trentzsch’s adolescents who scored w der 10 by an 
adapted Schneider Index were found to be maladjusted or psycho- 
neurotic. In Potter’s* series of 250 morons, 10 per cent of the 


unstable patients, contrasted with 7 per cent of the adapted patients, 
had an index score of below 9. 

McFarland ** has found that psychoneurotics with a low index 
(averaging 7) are unable to tolerate low oxygen tensions. He tested 
78 psychoneurotic and 70 control subjects in an oxygen chamber 
with 50 per cent Ov, 10 per cent O., and two control sessions of air. 
For the control group the mean index was 12.7 in air, 13.8 in 50 per 
cent O. and 8.7 in 10 per cent ©,; for the psychoneurotic group 
7.0 in air, 11.3 in 50 per cent O, and —0.6 in Io per cent Os. Over 
75 per cent of the psychoneurotics collapsed under the diminished 
oxygen tensions. 


PRESENT Stupy: PuRPOSE. 


The present study is concerned with an analysis of the cardio- 
vascular reactions of psychoneurotic patients by the Schneider 
method. Previous studies have shown the Schneider Index to be 
of value in revealing the neurocirculatory unfitness of psychotic 
patients, and of “ stale” or fatigued aviators and athletes. The ex- 
periments of Cannon ** and others mentioned above have shown the 
effects of emotion on the pulse and blood pressure, and it is well 
known that patients diagnosed in the various groups of psycho- 
neuroses are under mental or emotional stress of one kind or 
another. It is not unreasonable to expect that these emotional 
factors may be expressed in disturbances of the neurocirculatory 
system, whether the physiologic disorder be considered cause or 
effect of the disturbed mental and emotional state of the psycho- 
neurotic. Any marked deviation from normal is of importance in 
the clinical picture. A condition of physiologic unfitness may prove 
significant in an understanding of the patients’ psychologic devia- 
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tions and the vicious circle of psychosomatic imbalance so frequently 
observed in psychoneurotics. 

The testing of so small a fraction of the organism’s total behavior, 
as is envisaged in the reactions of pulse rate and blood pressure to 
simple standard stimuli, admittedly does not offer spectacular values 
to diagnosis, prognosis or therapeutics. Evidence has been cited, 
however, of a sufficiently close relationship between the condition of 
the cardiovascular system and the functioning of the central nervous 
system to justify a hope that the Schneider Index measures may be 
valuable to neuro-psychiatry. 

In this experiment the Schneider test was administered to large 
groups of psychoneurotics, psychotics and control subjects. The 
number of cases made possible an analysis of differences among 
the various clinical groupings of psychoneuroses, and a comparison 
of their characteristics with those of the schizophrenic, manic- 
depressive psychoses and organic neurologic diseases, as well as 
with control groups of athletes and unselected subjects. The total 
number of subjects used in the study was 1072, of whom 503 were 
diagnosed as psychoneurotic, 83 schizophrenic, 71 manic-depressive 
and 90 organic neurologic; there were two control groups, one of 
134 Columbia athletes, and another of 191 unselected subjects of 
the same social status and age range as the experimental groups. 
Most of the patients were in the early stages of their illness, hence 
the precipitating emotional and mental factors in the environment 
were relatively acute. 


EXPERIMENTAL PROCEDURE. 


Indices were taken over a three-year period in the outpatient 
department of the Vanderbilt Clinic; in addition, approximately 
160 patients were examined in the wards of the Neurological 
Institute, and 100 in the Psychiatric Institute. All of these patients 
were ambulatory, and nearly all were in the earlier stages of their 
disorder. The inpatients were examined under resting conditions in 
the morning. The outpatients were examined between 2 and 4: 30 
p. m., at least two hours following a meal. All these outpatients had 
rested (sitting) from one to two hours while waiting to be tested, 
and each one reclined on a bed or examining table at least 10 minutes 
before the initial pulse and blood pressure were recorded ; these tests 
were given in a closed and quiet room with the examiner the only 

38 
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other person present. Conditions were not strictly “ basal,” except 
for a series of 140 of the tests, half of these being of patients and 
half of controls (see Table \). The mean differences in Schneider 
scores under strictly basal conditions were not significantly greater 
than those taken by the procedure described above. 

Schneider’s technique and the precautions which he has empha- 
sized to insure reliable results were adhered to as strictly as possible. 
An attempt was made to have the patient mentally at ease, and pre- 
cautions were observed during the two-hour period previous to the 
taking of the test as to eating, smoking, exercise, etc. Patients 
suffering from excessive worry, loss of sleep, or temporary indis- 
positions were reexamined at a later date. 

The desirability of quiet with an avoidance of distractions is im- 
plied in findings like those of Diehl and Sutherland,*® who found 
blood pressures appreciably lower when precautions were taken to 
minimize excitement ; and of Gillespie,*® who reported that mental 
work, even independent of emotional factors, increased the pulse 
and blood pressure. 

The athletes were examined in a closed room in the gymnasium at 
Columbia University, at the same time of day as the patients. The 
unselected control group was tested under comparable conditions 
of quietness, freedom from worry, sleeplessness and the other con- 
ditions mentioned above. The reliability of each examiner was fre- 
quently checked by examination of the same subjects, and by the 
comparison of different examiners’ scores on the same patient. The 
sphygmomanometer used was either a mercury (‘ Baumano- 
meter”), or an aneroid Tycos”’) type, desk size. 

We have made no attempt to differentiate the indices obtained 
during the different seasons. Both the control groups and the 
patients were examined throughout the year. Subjects were not 
separated into Kretschmer’s or other types of body build, except that 
cases of obesity were eliminated. 

The ages ranged between 16 and 45 years, the mean for the group 
of psychoneurotics being 33, schizophrenics 26, manic-depressives 


33, organics 32, athletes 23, and unselected controls 31. The correla- 


tion between age and the Schneider Index was calculated for the 
psychoneurotic and for the control groups. In the former, the cor- 
relation was —.06 (P. E.+.09) for the males and +.09 (P. E. 
+.09) for the females. In the control group it was +.11 (P. E. 
+.05). 
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SUBJECTS. 


The athletes were used in order that a test might be made of the 
reliability of the index in a highly selected group. For the most 
part they were members of the track, swimming and _ basketball 
squads. It is well known that athletes in training have a relatively 
stable cardiovascular system, and hence should make high Schneider 
Index scores. The mean for the group was 14.8, with only 5 per 
cent falling below 10. Four of these athletes who made low scores 
had broken training, and one had a serious cardiac condition elimi- 
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Fic. 1.—Distributions of Schneider Index Scores. 


nating him from competitive sports. The variability of the group 
was small, as shown in Table I and Fig. 1, compared with the psy- 
choneurotic and the unselected control group. 

Because the athletes represented a highly selected group and were 
on the average eight to ten years younger than the patients, an 
unselected group of 191 males was given the index test. These were 
comparable in age, race, occupation, economic status, social back- 
ground and general habits with the clinic patients. The mean index 
was 12.6, with 18 per cent scoring below Io. 

At least six months after the test was given to the patients their 
case histories were carefully gone over relative to a final diagnosis. 
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The classification of patients into the several groupings, therefore, 
is based upon a diagnosis finally arrived at following a half-dozen or 
more examinations, consultations, and interviews with neurologists 
and psychiatrists of the Vanderbilt Clinic, Neurological and Psy- 
chiatric Institutes. The psychoneurotics were grouped into five main 
classes: (1) anxiety state and neurasthenia, (2) anxiety hysteria, 
(3) conversion hysteria, (4) mixed psychoneuroses, and (5) psy- 
chasthenia.47 The organics were cases of epilepsy or migraine 
chiefly, with a few of degenerative neurologic disease and posten- 


cephalic syndromes. (Table VI.) 


RELIABILITY OF THE SCHNEIDER INDEX AS A TEST. 


In order to get an indication of the reliability of the Schneider 
Index, 70 of the unselected control subjects and 70 of the psycho- 
neurotic patients were examined twice at intervals of at least one 
week. The table below gives the mean scores and the correlations 
between the two examinations. 


TABLE V. 


( trols I ¢ 
First | r I t | 
Schneider Index 
Mean.... ae [2.7 89.1 7.0 6.9 88.1 
1.9 3.9 2.8 
Pulse reclining 
Mean. 61.5 61.9 78.7 70.4 690.8 73.6 
Pulse standing 
Mean 75.0 75 70.7 69.0 
S. B: 8.1 8.5 2.7 
Pulse after exercise 
Mean...... g1.6 91.5 58.3 | 102.4 | 103.6 56.2 
S. D 9.7 9.1 14.4 | 14.4 
Blood pressure reclining 
S..D 10.3 9.8 12.3 10.7 
Blood pressure standing 
51.1 | 114.6 | 110.0 50.2 


: 9.5 10.4 


= 
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Examination of the mean scores, standard deviations and correla- 
tions of the first and second tests shows a close relationship between 
the Schneider Indices on repeated tests. For the control subjects the 
correlation between the two examinations was .89 (P. E. +.02), 
and for the patients .88 (P. E. +.02). When the separate items of 
the index were compared, the correlations decreased in proportion 
to the increase in variability. The high correlation in both groups 
between the initial index and a retest indicates a high degree of 
reliability for the index as a test. 


ISXPERIMENTAL DATA. 


Table VI shows the number of subjects, the mean age, mean 
Schneider Index, standard deviation, and the per cent scoring below 
10, for each group. As expected, the athletes rate highest with a 
mean index of 14.8, S. D. 1.4; the unselected control group second 
with a mean Schneider score of 12.6, S. D. 2.7; the organic patients 
third, 10.2, S. D., 3.1; the schizophrenics fourth, 8.7, S. D. 3.5; 
the manic-depressives fifth, 8.2, S. D. 4.5; and the psychoneurotics 
as a group rate sixth with a mean Schneider Index of 7.9, S. D. 3.7. 

If one takes a Schneider score of 9 or less as indicating cardio- 
vascular “ unfitness,” only 5 per cent of the athletes and 18 per cent 
of the unselected control group are so classified. A majority of the 
psychoneurotics, on the other hand, fall below 10, viz., 54 per cent 
of the males and 71 per cent of the females. More than half the 
individuals in the psychotic groups as well score below 10. 

Not only the range of Schneider scores but also the variability of 
the psychoneurotic and psychotic groups is greater than the control 
groups’. This increase in range and variability is shown graphically 
in Fig. 1, where the individual Schneider scores have been plotted 
for the athletes, the unselected control subjects and the male psycho- 
neurotic group. 

Table VII shows the mean pulse rate and standard deviation for 
the various groups, reclining, standing and after exercise, and the 
time in seconds for the pulse to return to the normal standing rate 
following a standard exercise (mounting an 18-inch chair 5 times in 
15 seconds). The reclining pulse rate for the athletes was 59, the 
unselected control group 64, and the average for the psychoneurctic 
groups 73 (males) and 82 (females). The mean standing and after 
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Subjec ts 


Columbia athletes 
Unselected control group 


Anxiety state and neurastheni: 
Male 


Female 


Anxiety hysteria 
Male 


Female 


Conversion hysteria 
Male 


Female 


Mixed psychoneuroses 
Male 
Female 


Psychasthenia 
Male 


Female 


Totals for psychoneurotics 
Male 


Female 


Schizophrenia and schizoid 
personality 
Male 
Female 


Manic-depressive psychosis 
Male 
Female 
Organic 
Male 
Female. . 


Total 
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Meat S.D 10 

134 23 14.8 1.4 5 

IOI 20 12.6 13 

47 32 2.9 53 
19 31 6.2 2.8 78 

55 30 10.0 3.9 50 
45 32 | 10.2 2.9 48 

14 37 7.8 63 
{1 33 6.4 2.6 76 
35 8.9 3.8 SI 
I 33 8.6 6 54 

| 42 23 72 9 71 

43 25 8.4 = 

} a5 44 4 | 57 

36 22 8 1.6 58 

16 31 10.3 % 54 

44 34 10.1 2.6 34 
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exercise pulse rates for the control groups were significantly lower 
than for the various experimental groups. The increases in pulse 
rate from the reclining to the standing position, and after exercise, 
were greater in the patients than in the two control groups. 

The increased range and variability in pulse rate under the condi- 
tions indicated in Table VII are much greater in the several groups 
of patients than in the control groups. The standard deviations of 
the reclining, standing and after exercise pulse rates, in the athletes 


and unselected control subjects, are little over half as great as in 


50 
| [== MALE NEUROTICS | 
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NUMBER 


46 54 62 70 78 86 94 102 II0 118 
PULSE RATE 


Fic. 2.—Distributions of Standing Pulse Rate 


pulse rate, between the control groups an 
group, is shown graphically in Fig. 2. 


The time (in seconds) before the pulse returned to the normal 


lv less for the athletes 


standing rate after exercise was significant 
and the unselected control subjects than for the various groups of 
patients. 

We have observed in many of the patients a failure of the pulse 
rate to increase on standing, or after exercise; and in some of the 
patients, a fall in the pulse rate under such conditions. This fail 
occurred infrequently in the control groups as compared with the 
patients. Its frequency is expressed as a percentage for each group 
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the patients. This difference in range and variability of the standing 
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in Table VII. If the heart fails to respond positively to increased 


muscular activity, cardiovascular weakness or “ unfitness ”’ is indi- 
cated ; however, the heart could react favorably otherwise than by 
an increase in pulse rate, and the Schneider Index does not penalize 
a subject for failure to respond to increased bodily effort by means 
of a rise in pulse rate. 

Upon examination of Table VII there are two further differences 
which should be noticed ; one, the high average reclining pulse rates 
of the patients as compared with the controls, and the other, the 
differences between males’ and females’ rates. The high reclining 
pulse rates of the patients tend to lower their Schneider Indices on 
the average about one point. In spite of this high reclining rate in 
the patients, the average increase on standing was greater than in 
the control groups. While persons having high initial pulse rates 
seem to be penalized, their chances of getting a maximum score on 
the exercise are actually bettered, because the normal resting rate is 
higher and hence easier to reach in subsidence after exercise. 

Table VIII shows the reclining and standing systolic and diastolic 
blood pressure scores for the various control groups and patients. 
The increases and decreases, when averaged for the various groups, 
tend to cancel each other and hence the differences between the mean 
systolic and diastolic blood pressures on standing are small. The 
standard deviations for the systolic blood pressure are, however, 
considerably increased ; a larger increase being found in the patients 
than in the control groups. 

The mean systolic and diastolic blood pressures, in the athletes 
rose 3 mm. (Hg), and in the unselected control group 2 and 4 mm. 
respectively. Of the athletes 18 per cent showed a slight fall in 
systolic pressure on standing, and in Io per cent there was no 
change. In the unselected control group, 26 per cent of the subjects 
showed a fall (systolic) and 11 per cent no change. Of all groups 
of patients, only the schizoids and schizophrenics, and the organics 
showed a rise (I mm.) or no change in systolic pressure. Of all 
the other groups of patients, only female neurasthenics and female 
conversion hysterics showed no change in systolic pressure on 
standing; the rest showed a fall of 1 to 3 mm. In 35 to 55 per 
cent of the psychoneurotics, and in 29 to 44 per cent of the psy- 
chotics et al., the systolic pressure fell on standing. The mean 
increase or decrease in systolic pressure was relatively greater 
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in the patients than in the control groups. Also the range and varia- 
bility of the systolic and diastolic blood pressures was greater for 
the patients than for the control subjects. The standing systolic 
pressures for the athletes, unselected control subjects and male psy- 
choneurotics are shown graphically in Fig. 3. 

The reclining and standing pulse pressures, with the percentage 
which increased or decreased in each group, are shown in Table IX. 
The pulse pressures were smaller in the patients (and the variability 
was greater). As with the systolic and diastolic pressures the in- 
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Fic. 3.—Distributions of Systolic Blood Pressure. 


creases and decreases were greater in the patients, indicating a 
greater variability of response. Again, the increases and decreases 
in pulse pressure tend to balance each other, giving a small mean 
change but large standard deviations. The smaller percentage that 
fell or showed no change in the control groups compared with the 
patients, illustrates further the greater variability of the latter. 

The mean Schneider scores of the control and experimental 
groups, as well as of the subtypes of the psychoneurotic and psy- 
chotic groups, have been analyzed for the statistical reliability of the 
observed differences. The chances are 99 in 100 that the observed 
difference in the Schneider Index of the unselected control group 
and each of the psychoneurotic and psychotic groups is reliable. 
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The mean differences between the male and female psychotic 
groups are not statistically reliable. The sex differences in the sub- 
types of the psychoneurotic group are also unreliable, with the ex- 
ception of anxiety hysteria which shows a critical ratio of 3.3.* The 
critical ratio between the sexes for all the psychoneurotic groups 
is 1.5. 

In the five subtypes of psychoneurosis the critical ratio between 
conversion hysteria and each of the other four is reliable. Since this 
group is quite different clinically from the other psychoneurotic 
groups, in that the patient complaining of one of the conversion 
hysteric syndromes has made an adjustment (of a sort) relatively 
free from anxiety, this finding is not surprising. The differences 
between the other psychoneurotic subgroups are not statistically 
reliable. 

To illustrate the greater variability of response in the patients 
compared with the control subjects, the ranges are shown in Table 
X, for the Schneider Index, the pulse rate reclining, standing and 
after exercise, and the blood pressure reclining and standing. Only 
four of the athletes made the maximum score and none of the 
patients did. None of the control subjects made a score below 4 
while many of the patients scored below 0, a considerable number as 
low as —7. 
experimental groups is important, demonstrating as it does that the 
pulse and blood pressure variations in the “ fit” or stable person 
generally show well controlled and slight changes, compared with 
the sudden and extreme deviations of the patient with a functionally 


An examination of the range of response in the various 


unstable cardiovascular system. 


DISCUSSION. 


These observations of the neurocirculatory reactions of psycho- 
neurotic and psychotic patients during the early stages of their 
illness indicate that there is a significant lowering of efficiency. It 


* The critical ratio is the term used when one speaks of the significance 
of the difference between two variables. By it one means the probability 
that the observed difference is a genuine one and not due to chance. A 
critical ratio of three or more is usually taken to indicate complete statistical 
reliability, i. ¢., 48, p. 118, the probability is 99.9 in 100 that the observed differ- 
ence is not due to chance. 
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wm 


is difficult to determine whether this unfitness is related to a heredi- 
tary predisposition made acute by precipitating emotional and mental 
conflicts, or whether these conflicts in themselves account for the 
circulatory dysfunction. Probably both factors are operating. 
Whatever its etiologic mechanism, a considerable physiologic im- 
balance seems to be exhibited by the cardiovascular system during 
the earlier stages of psychoneurotic and psychotic illness, especially 
when anxiety is marked. 

Schneider scores seem to show greater deviations from normal if 
taken on patients in the beginning phases of their disorder. In the 
psychoneurotic group the psychic conflicts tend to accentuate the 
cardiovascular deviations. Chronic stimulation of the sympathico- 
adrenal system without adequate overt behavior may have a cumula- 
tive ill effect. In the early stages of psychosis the physiologic devia- 
tions are apparently greater than after a number of years of hospital 
routine. This may account for the difference between our Schneider 
scores for schizophrenics (mean 8.7, Table VI) and those obtained 
by Linton, Hamelink and Hoskins (mean 11.9, Table IV). Our 
results are in close agreement with those of Trentzsch (mean 8.8) ; 
and of Reed (means, male 9.5, female 8.1), who found 56 per cent 
of schizophrenic patients scoring below 10. Because our scores were 
obtained on schizophrenics before their symptoms were clearly dif- 
ferentiated, no attempt was made to classify the group into subtypes. 

That the patients were not completely at rest and emotionally 
undisturbed at the time of the tests. might be concluded from the 
high average reclining pulse rates. Had this been true, the average 
scores might have been raised one point by testing under strictly 
basal conditions. Seventy of the psychoneurotic and the same 
number of control subjects, however, were given the test under 
basal conditions, 7. ¢., immediately following the taking of a basal 
metabolism test in the hospital. Compared with findings under non- 
basal conditions, the mean pulse rate of the controls was only 3 beats 
slower, and for the psychoneurotics 3 to 4 beats slower, per minute. 
The standing and after exercise pulse rates taken following the 
basal metabolism test, were from 2 to 4 beats higher than under the 
non-basal conditions that obtained with the rest of the experiment. 

One of the chief assets of the Schneider test is that it relates a 
number of functions in the cardiovascular system during rest and 
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activity. The pulse rate and blood pressure when taken merely under 
resting conditions are of small value in rating cardiovascular effi- 
ciency. The index, however, by weighting the variations of puise 
and blood pressure under the different conditions indicates degrees 
of unfitness. The significant differences in score among the athletes, 
unselected controls, and the patients, as well as among several of the 
subtypes within the clinical groupings, are indicative of the validity 
of the test. Conversion hysteria, for example, rated significantly 
higher than the other psychoneurotic subtypes. Neurasthenia and 
anxiety states rated lowest. In the last types fatigue and exhaustion 
ought to be, and anxiety as such seems to be, related to a low 
Schneider score; in the former a higher score is attained, possibly 
because this type of psychoneurosis exemplifies a quite different 


level of adjustment in which anxiety is relatively inconspicuous. 


SUM MARY. 


The Schneider Index, which is alleged to measure cardiovascular 
fitness, was given to 503 psychoneurotic patients, as well as 83 
schizophrenics, 71 manic-depressives, and 90 organic neurologic 
patients ; and to 134 athletes and 191 unselected control subjects—a 
total of 1072 subjects. Including the subjects which were examined 
twice a total of 1312 indices were taken during the investigation. 

The mean score for the psychoneurotics was 7.9, the manic- 
depressives 8.2, the schizophrenics 8.7, the organic patients 10.2, the 
unselected control subjects 12.6 and the athletes 14.8. If a mean 
score of 9 or below is taken as indicative of cardiovascular unfitness, 
more than 50 per cent of the psychoneurotic and psychotic patients 
may be so classified, with only 18 per cent of the control group and 5 
per cent of the athletes. The female patients scores averaged from 
I to 2 points lower on the index than the males. 

Range and variability were significantly greater for the patients 
than for the control subjects, in the individual items of the test as 
well as in the total Schneider Index. 

The reliability of the index was measured by repeating the test 
on 70 of the psychoneurotic and 70 of the control subjects, test and 


retest being one week apart. The correlation was .89 for the controls 


and .88 for the patients. Low or negative correlations were ob- 


tained between age and Schneider Index. 
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The pulse rates for the patients were on the average higher than 
in the control groups. The mean systolic and diastolic blood pres- 
sures of the patients did not differ greatly from those of the con- 
trols, with this exception, that a large percentage of the patients 
showed a fall in systolic pressure on standing, while the controls 
generally showed a small increase with little deviation. 

The different subtypes of psychoneurosis showed considerable 
variation among themselves. Cases of conversion hysteria scored 
higher than the others ; anxiety state and neurasthenia, lowest. 


CONCLUSION. 


The Schneider Index, believed to be a reliable measure of cardio- 
vascular efficiency, has revealed a significant degree of functional 
unfitness in the circulatury system of psychoneurotic and psychotic 
patients. 
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THE ANALYSIS OF IDEOLOGIES AS A PSYCHO- 
THERAPEUTIC METHOD, ESPECIALLY 
IN GROUP TREATMENT.* 


By PAUL SCHILDER, M.D., PuD., 
Clinical Director, Bellevue Psychiatric Hospital; Research Professor, 
New York University. 


Ideologies are systems of ideas and connotations which human 
beings build up in order to have a better orientation for their 
actions. These systems are fully conscious thoughts which mostly 
carry with them a large amount of emotions. Individuals usually 
believe that their ideologies are the result of pure reasoning but 
astonishingly often do not care to find out why these ideologies are 
so convincing to themselves. Their belief in their ideologies is usu- 
ally very firm and the ideologies are often not so very different from 
religious beliefs with which they share the high degree of inner 
evidence, very often in contrast to the scarcity of empirical proof. 

Ideologies are not only a theoretical belief but they have a pro- 
ound influence upon our actions and are very often the deciding 
actor in the organization of our lives. It is easy to see that many 
of these ideologies are based upon traditions. We inherit them 
from our fathers and teachers and accept them without any attempt 
to analyze their contents. It cannot be denied that ideologies are 
also different according to the social standing of the individual. 
Every caste carries with it its own ideology. Since ideologies are 
handed down by tradition and once accepted are retained through- 
out life, we do not wonder that the ruling classes and ruling systems 
are interested that children should be fitted with their ideologies as 
soon and thoroughly as possible. 


f 
f 


In addition to national and class ideology every family has its 
private ideology, too. It is characteristic that an individual may 
harbor ideologies very different in their structure without being 
aware of the contradictions in the various ideologies in which he 
firmly believes. Conflicts arise from the conflicts between the vari- 
ous conflicting ideologies in one individual and from the insuf- 


* From Bellevue Psychiatric Hospital. 
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ficiency of ideologies in given situations of life in connection with 
the fact that ideologies by their inner nature are unflexible, rigid 
and unadaptable. It is also characteristic for ideologies that the 
individual does not know their true nature. They are often un- 
formulated and never completely formulated. Even if they can 
be expressed in words, the individual does not care to know their 
genesis and implications. They cover the whole range of human 
life. Since the basis of ideologies is mostly not empirical and their 
formulation not logical, individuals are mostly embarrassed when 
ideologies are brought into the field of rational discussion. Ideolo- 
gies pretend to have their basis in reason and experience. Very 
often they do not stand either ot these tests and an individual 
retains them merely because strong emotional forces protect the 
ideologies from any attempt to analyze them. 

Psycho-analysis has shown the way in which ideologies are built 
up. They arise from the libidinous situation in early childhood 
and are therefore in close relation to the emotional attitude of the 
child towards his parents and the other persons around him. A 
part of these ideologies are built up by identification and others by 
imitation. They are very often reactions to the parental ideologies 
when there is an open conflict between the parents and the child. 
Very often they have the complicated genesis of a neurotic symp- 
tom, and represent in a symbolic way the libidinous forces as well 
as the repressing ones. 

Psycho-analysis has developed three conceptions: the super ego, 
ego ideal, and ideal ego. According to Nunberg, the ideal ego is 
the non-organized ego which has no conflict with the id.t The 
individual has no reason to be discontented with himself. One 
could use this term, however, for the way in which the individual 
would like to see himself. It is in some way the image to which 
the personality wants to be transformed. It is the way one would 
like to be. The ideal ego has then, indeed, very close relations to 
what we call ideologies, but is only a part of the ideologies, relating 
merely to ideologies concerning one’s own person. Freud himself 
dves not make a sharp differentiation between the ideal ego and 
ego ideal. He writes (collected papers, Vol. 4, pp. 51): ‘“‘ We may 
say that the one man has set up an ideal in himself by which he 


1 Allgemeine Neurosenlehre, Zurich, 1933. 
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measures his actual ego when the other is without this formation 
of the ideal.” “ To this ideal ego is now directed the self-love which 
the real ego enjoyed in childhood.” Freud writes furthermore 
(pp. 59): “ The ego ideal is of great importance for the under- 
standing of group psychology.” *‘ Besides its individual side, this 
ideal has a social side.” * It is also the common ideal of family, 
class or nation.” 

Later on, Freud has called the ego ideal the super ego, empha- 
sizing more and more the cruel and punishing sides of this psychic 
structure. In his terminology, super ego, conscience and ego ideal 
are practically identical. It is interesting that in his last book, as 
far as I can see, the term ego ideal does not appear any more 
(Neue Folge der Vorlesungen zur Einfthrung in die Psycho- 
analyse). In psycho-analytic literature, the tendency has become 
more and more prevalent to make a differentiation between ego 
ideal and super ego. Nunberg is inclined to believe that the ideal 
ego emphasizes more the tender and the motherly side and the 
super ego the severe and fatherly side of this psychic structure. 
Alexander is inclined to believe that the ego ideal belongs closer to 
the ego and represents more or less conscious ideals.* One sees 
that the analytic terminology is rather unclear. It would perhaps 
be better to go back to the simple formulation which Freud origi- 
nated to the effect that the ego ideal and super ego mean the same 
basic psychic structure which embraces conscience as well as all 
other forces by which the individual judges himself. It would also 
be simpler to use the terms ego ideal and ideal ego indiscriminately 
as | have done since the ideals a person has about himself, the way 
in which he wishes to be, is indeed the integral part of the super 
ego. Otherwise, we come to great terminologic difficulties. When 
Nunberg, for instance, calls ego ideal the narcissistic self-satisfac- 
tion of the new-born child, the regaining of this self-satisfaction, 
the identity of the ego with its conscious and unconscious ideals 


2In the Vorlesungen zur Einfuhrung in die Psychoanalyse, 4th edit. 1922, 
pp. 500, Freud speaks about the ideal ego towards which individuals measure 
their actual ego and which they have created in the course of their develop- 
ment. Wittels formulates that the super ego insists as a police force upon 
the perfection the ideal ego represents. Alexander F.: in Psycho-analysis 
today edited by S. Lorand. New York, 1933. Wittels F.: In Mannlich und 
Weiblich, Imago, 1934. 
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is the true aim of the super ego. It is perhaps the best thing to say 
that the super ego asks specific demands from the ego, measures 
the ego on these demands, but these demands are, indeed, the 
nucleus of the super ego itself. Otherwise one would come to the 
rather complicated formulation that the super ego does not contain 
anything but the formalistic order to be something which it does 
not know itself. 

We are more interested to determine the relation of the psycho- 
analytic connotations super ego, ego ideal, ideal ego, which I use 
indiscriminately, to what we call ideologies. Ideologies are formu- 
lated and unformulated thoughts which are developed as products 
of the various tendencies in the individual. They are at least par- 


] 


tially conscious in the psycho-analytic sense. They are formula- 


tions concerning the values not only of the own person but also of 


the outside world. Since they are only partially formulated, they 
contain also unconscious material in the analytic sense. Since they 
serve as a guide in actions, they are the basis for our moral con- 
ceptions. We deal with a clear-cut province of psychic experiences 
which defy the schematic use of analytic terminology in relation 
to them. 

I start with the discussion of a case which is published in detail 
in my book “ Image and Appearance of the Human Body.” The 
patient is convinced that he is too ugly to be able to win the love of 
women who are beautiful. He does not think that any other thing 
is worth while and in any of the failures which he has brought 
about in his love life, he gets into fits of despair which lead him to 
suicidal wishes. His ideology consists therefore of two parts: (a) 
The highest value is beauty; (b) in order to attain the love of a 
beautiful woman one must be handsome oneself. The patient is 
convinced that he is unable to attain this goal because of ugliness 
and lack of sex appeal. The analysis in this case reveals the close 
connection of this ideology with the fact that his mother, whom he 
considers as beautiful as a child, seemingly never had a deep love 
for his father. His ideology is perfectly conscious but is based 
upon emotional conflicts in early childhood which were unconscious 
to the patient. The problems arising from such a case necessitate, 
of course, at first to know the extent of his ideology. The discus- 
sion of this ideology has to be a part in every psychotherapy. The 


therapy used in this case was the analytic one. It is very probable 
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that knowing what such an ideology means generally, it is easier 
to go into the individual’s structure of the ideology, and it is also 
probable that when the analysis of the ideology starts at a suf- 
ficiently early stage, the regular process of analysis will not be 
necessary in all cases. I cannot discuss all the details of this case. 
The homosexual component (admiration for his more handsome 
friends) played a very important part. Furthermore, by an early 
illness of his mother, the interest in his own body has been enor- 
mously increased. The interest in beauty, in the structure of one’s 
body, play an important part in every human being and form a part 
of his system of ideas and in almost every neurotic case this ques- 
tion has to be sometimes discussed. When we ask patients: ‘ Do 
you think you are beautiful?” ‘“ What do you think about your 
body?”’, they are usually deeply embarrassed. In a depersonaliza- 
tion case, the question of her beauty was of paramount importance. 
She felt that since she was so beautiful and intelligent, she should 
find a mate her equal, and this attitude led to serious difficulties in 
her sex adaptation. Besides the fact that she was educated to a 
too high appreciation of her beauty and intellect, the rejection of 
the father played an outstanding part in her attitude. 

The evaluation of one’s own body is not only an evaluation con- 
cerning beauty but also an evaluation concerning strength and 
health, around which various ideologies are built. 

An obsession neurotic patient, 23 years old, complained very 
bitterly that he was too small. His first emission occurred when 
he was wrestling with a boy shorter but older than himself. His 
deepest attachment was to a girl who was oldest but the shortest 
among four sisters. One sees that the ideology concerning the 
value of strength and height is merely the expression of a persistent 
infantile attitude and the reaction to it. In his compulsions, the 
motor part is very outstanding. He feels compelled to write obscene 
words and sentences concerning God, whom he imagined as a tall 
and strong man. He also makes movements with his feet which 
have the same symbolic significance for him. 

A 33-year-old man, who complains especially about social shy- 
ness, was laughed at as a child for a small nose. His is impotent 
and he thinks that he is too weak and his genitals too small. His 
education was conducted by his mother who beat him often when 
he did not comply with the demands of his rabbi. He feels that 
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the others do not like him and has therefore almost completely 
withdrawn from others. He considers himseli also as physically 
weak. 

In a 42-year-old homosexual with anxiety features, in puberty 
the idea was prevalent that his sex organs are too big, an expres- 
sion of his general fear and repression concerning sex 

A 20-year-old be Vy compla ns chiefly that he cannot get along with 
others. He complains that he feels shy and others take advantage 
of him. He complains that he is physically awkward and too 
slow. The conflict behind this is an aggressiveness which has been 
checked by the fear of the father. 

Another 35-year-old patient with similar symptoms brings his 
difficulties in connection with physical weakness. He admires es- 
pecially those movie stars who are of the particularly masculine 
type. Discouragement by the father plays also a very great part. 
He never felt equal to taking part in physical fights. 

A 19-year-old stammerer was particularly proud of his physi- 
cal strength and his ability to lick others. He has conceived 
a very violent hatred against certain politicians “ who should be 
shot” in his opinion. The antagonism against the father who 
pushed him into a feminine role in childhood by fondling his breast 
is outspoken. 

In all the instances mentioned, the ideologies built up around 
physical strength and weakness, around efficiency, superiority and 
inferiority in a physical sense, are closely interwoven with the 
problem of moral strength, and superiority. In one of these cases 
mentioned, it is the chief aim of the patient that nobody should take 
advantage of him. The early history, especially the relation to the 
parents, is of paramount importance. The wish to equal the physi- 
cal strength of the father, not to be pushed into a passive role by 
him, plays the outstanding part. In the one group of cases, the in- 
dividual gives up after a series of outbursts of rage and does not 
dare anymore to entertain the idea of his physical fitness. Other 
cases reinforce their reactions and show a more or less outspoken 
degree of aggressiveness against the father and the father’s substi- 
tute. It is comparatively rare that the analysis leads merely to the 
father. Very often behind the father looms the picture of the 
aggressive mother. In women, the ideal of physical strength gener- 


ally plays a much less important part. When there are strong ag- 
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gressive tendencies, they are expressed very often in sadistic phan- 
tasies. In the one case, a 19-year-old girl with very strong aggressive 
tendencies, an accident (?) occurred in which she shot her lover. 
She is very energetic in her work and made an attempt at suicide 
after an intercourse with a casual acquaintance. She is proud of 
her efficiency and her capacity of work. In spite of occasional 
homosexual interests, she insists upon her femininity, and is not 
at all proud of her physical strength and endurance. In all the cases 
mentioned, the patients do not blame themselves only for their 
physical weakness but also for lack of courage in social relations 
and the inability to impress other people. Social shyness and inhibi- 
tion are very closely interrelated to an aggressiveness which wants 
to express itself in physical, sexual and moral side and which has 
been checked or inhibited. Patients of this kind are unable to see 
social relations under any other aspect than under the aspect of 
superiority and inferiority. The idea of equality and of a social 
relation in which the superiority or inferiority are not stressed 
does not occur to them. They see social life merely as a struggle 
for superiority. Although the ideologies are often very elaborate, 
and fully conscious, their deeper motives remain unconscious. In 
many cases, the discussion of the ideology as such with its inherent 
logical flaws has a very definite therapeutic effect. In neuroses of a 
deeper structure, revealing of the unconscious motives is necessary. 

Our culture at the present time is based upon the conception of 
the superiority of masculinity. It is a common tendency to identify 
masculinity with activity and femininity with passivity. Freud 
doubts whether masculinity and aggression are connected with 
each other. He warns against identifying masculinity with ac- 
tivity and femininity with passivity. Freud finally thinks that one 
could say that a woman is active in a passive way. Hermann * 
justly wants to exclude the connotations activity and passivity ; not 
to use them if one wants to characterize sexual modes of behavior. 
Wittels has come to a similar conclusion but he thinks that mas- 
culine and feminine are what is experienced as masculine and 
feminine in a polarity of thinking. He furthermore thinks that 
masculine and feminine is what wants to be complemented by 
feminine and masculine. Even psycho-analysis sees these problems 


8 Die psychoanalytische Methode. Psychoanalytischer Verlag 1934. 
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too much from the masculine angle when it puts into the center of 
its theory the idea that a girl is chiefly concerned with the clitoris 
and feels inferior to human beings in whom the penis is better 
developed. The ideology of identification of femininity and pas- 
sivity is particularly outspoken in men who develop all kinds of 
aggressiveness in order to protest against their femininity. The 
fear of being too feminine melts with the fear of being too passive 
and inferior to the stronger one. Many aggressive reactions develop 
as an attempt to fortify oneself in this respect. In analytic cases, 
I have seen that it is very often only the first layer that the father 
and the father’s penis are feared ; in the second layer looms the fear 
of a mother with a destructive sex organ (nipple?). The resulting 
masculinity in these cases is very often particularly outspoken. 
Patients of that type observe themselves from early childhood 
very carefully for traces of femininity. If they are homosexuals, 
they very often have a contempt for the feminine homosexual, al- 
though they may wish to have a vagina themselves. In one of the 
cases I have observed, the same ideology was at the basis of an 
obsession neurosis in which aggressive impulses against men and 
women were outstanding. He felt especially the impulse to kick 
other persons in their genitals and also to stab them in ‘the same 
region. The idea of being forced into anal intercourse by a woman 
with a penis was very strong in him. This problem is much more a 
problem for men than a problem for women.: The fear of mas- 
culinity plays a much less important part in female neurosis. It 
is true if one starts to analyze deeper one finds such fears but much 
more often masculine trends are used rather as a self defense 
against too strong or feared feminine (heterosexual) impulses. To 
work carefully through the ideology of masculine and feminine is 
necessary even in a comparatively short psychotherapy. Very 
often a great amount of material in this respect is on the conscious 
level. Ideals of superiority and inferiority, subduing and sub- 
mission, color and deteriorate the sex relations. The act of con- 
quest as an expression of masculine superiority may become the 
paramount issue and the intercourse as such may become a more 
or less unimportant appendix to the conquest. 


Every individual carries with him an elaborate ideology con- 


cerning sex. The scarcity of information human beings have 
about sex makes it possible for them to build up their theories con- 
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cerning sex almost completely on the basis of prejudices and 
emotional needs. Women more exposed to the convention of a 
masculinistic society are particularly often exposed to deterrent 
influences concerning sex which lead almost to a complete dissocia- 
tion between sex and tenderness and love. This leads to great 
difficulties in sexual adaptation. It is unquestionable that very often 
an open discussion of this problem is sufficient to make a change 
in the attitude possible. It is an important problem not only in 
women but also in men in whom a dissociation between sex and 
tenderness often takes the form that dissociated sex pleasure takes 
the place of a full love experience. It has been often discussed 
that many types of impotence are due to similar dissociations. 
Even in a superficial psychotherapeutic approach one would have 
to know how much sexuality is integrated into the total experience 
and how much it is dissociated. It seems that women tend more 
often to dissociate physical sex so that they are only capable of 
tender feelings whereas men very often remain capable in sex 
physically but do not show any possibility to connect sex with ten- 
derness. The exact description of an individual’s attitude towards 
intercourse belongs to the psychotherapeutic approach and, further- 
more, the way in which an individual behaves during intercourse 
is highly important. Although some individuals see at least super- 
ficially that not all of their attitudes taken are justified, they are 
mostly not aware of the underlying intellectual convictions, the con- 
sequences of which they are hiding from themselves. Intellectual 
reasoning which is open can bring a great deal of help, and even 
in the psychotherapy which utilizes free association and the analytic 
technique, the intellectual discussion of the underlying ideologies 
has to take place sooner or later. Other ideologies are built upon 
family and children. Impressions from childhood are here often 
of formative influence. The attitude towards the family is very 
often a combination of ideologies concerning masculinity and 
femininity, sex and love and aggression and submission. The 
husband may feel the obligation to maintain the absolute superiority 
in the family. He may feel offended by every sign of independence 
of wife and children and he may try to elaborate a system of ideas 
justifying his point of view. 

A 16-year-old boy of my observation stabbed his mother to death 
because she kept a lover after the death of her husband. He 
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felt justified in doing so since the honor of the family was at stake. 
In this case a national ideology played also a part in the develop- 
ment of the convictions of this youth which he kept with almost 
paranoid tenacity. 

Freud has justly stated that human beings know as little about 
their inner attitude towards money as their attitude towards sex. 


The problems of spending and saving in their influence upon the 


~ 


social behavior of the individual are of an utmost importance. 
Most patients and normal human beings are startled and offended 
when one puts the question directly before them, ** how much money 
do you need a month in order to be happy?” They prefer the 
clair-obscure in money problems and they hide from themselves 
the expectations they have about their future income and their 
future careers. Ideologies of this type can become dangerous when 
they narrow down too much the view human beings have of 
their own future. Of course, human beings do not generally want 
to have clear ideas about their future. Their expectations are 
very Gften merely verbal. It is particularly interesting to ask 
adolescents what plans they have concerning the future. The choice 
of their profession is very often based on isolated impressions 
which do not have anything to do with actual realities. This comes 
particularly clearly out in children who want, for instance, to 
become policemen because a policeman shoots criminals. One 
adolescent wants to become an engineer because he thinks that it 
is nice to draw the whole day. The fundamental problem is, of 
course, that the future is a great deal verbal for everybody and 
cannot be completely anticipated. New experience is beyond imagi- 
nation and expectation. No imagination can equal, for instance, the 
reality of sex experience. How it feels to be older is decidedly be- 
yond the range of imagination and expectation. It is of importance, 
however, to insist that expectations should be as much as possible 
satiated with actual experience and knowledge should exist that 


planning close to reality is much more important than expectations 
of the far future which are chiefly verbal, incorrigible and closely 
linked with unanalyzed emotions coming from the past. In young 
prisoners there is very often the ideology in the foreground that 
regular society does not offer any possibilities anymore, an ideology 
which makes new social adaptation almost impossible. The de- 
pressive attitude often obliterates the future. To bring such in- 
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dividuals back to the tasks of today and tomorrow helps to destroy 
an ideology which has the effect of justifying itself. There is one 
definite type of neurotics who give up completely after they have 
been disappointed once. They quit every further effort as futile. 
This ideology is very often connected with the idea that physical 
weakness makes success impossible. 

It is particularly interesting to study the ideas human beings 
develop about death. In many of the suicidal cases, suicide is 
primarily a simple method of escape from a situation the solution 
of which seems to be impossible. Very often after the suicidal 
attempt, especially after suicidal attempts with iodine, a better 
insight into the situation becomes possible. Even in more serious 
attempts to suicide, it is possible to show that the suicidal attempt 
was the result of an unclear insight into the situation and the 
analysis of the situation and the underlying ideology works very 
often as prevention of further attempts. Of course, the motives for 
suicide are very often much more complicated. As Bromberg and 
I have shown, every individual carries with him a private philosophy 
of death. It is very often of a great importance for later actions. 
Sometimes it is difficult to find out which parts of an ideology are 
efficient and which are not. Pious Catholics may believe theo- 
retically in heaven and hell but may forget about it completely 
when they start with their suicidal attempts. It is very often a 
difficult task to find out which parts of an ideology are efficient 
and which are merely accepted without inner belief and without 
consequence for further action. In a case of Bromberg and my- 
self, an elaborate ideology existed that God is torturing in hell 
and the patient was in constant fear of death and eternal torture. 
To bring these ideas into a clear intellectual discussion helps the 
obsession neurotic patient considerably. I do not think that any 
psychotherapy is complete in which the death ideology of a patient 
is not more or less completely revealed. 

The analysis of ideologies as outlined starts with the conscious 
content of the individual and forces the individual to a logical 
analysis of this conscious content. It insists upon a concrete ap- 
proach to aconcrete situation. It tries to find out where the ideology 
of the patient is merely verbal and taken over, and forces the 
patient, and also the healthy individual, to a relentless search for 
the intellectual basis for his convictions. The individual gains so 


612 THE ANALYSIS OF IDEOLOGIES | Nov. 


the insight that some of his convictions have no basis, in fact or 
experience, and the individual is forced to ask himself how he 
came to the acceptance of such an ideology and to force himself 
to the question, “ why did this ideology gain such an influence on 
my actions?” “Am I justified in letting this ideology play such 
an important part?’ ’’ There is no question that such an intellectual 
insight is very often insufficient and that other methods, especially 
the psycho-analytic, must help the individual to come to an insight 
into the individual genesis of his ideologies. The variety of ideolo- 
gies is limited. Typical complexes exist and analytic knowledge 
concerning ideologies and their genesis assists to the psycho- 
therapeutic discoveries of important formative factors in the in- 
dividual’s life. The general analysis of ideologies has in many 
cases to be completed by the individual analysis of the genesis of 
ideologies. Even when one uses in this analysis Freudian analysis, 
it is important to keep in mind that the intellectual structure of 
ideologies has also to be investigated, even in strict psycho-analysis. 
The analysis of ideologies is a part of the analysis of the ego in 
the psycho-analytic sense. In many cases, the ideological approach 
as such is successful. Ideas, convictions, have the advantage that 
they are part of our life in the community. They are even in 
many respects the product of the community. They are therefore 
under the influence of the community. It is only logical to discuss 
ideologies of the one patient in front of a group. It clarifies the 
issue and brings forward the individual problems to the attention 
of the group, while listening brings the own individual experiences 
into the foreground. The clarification of vital problems starting 
from the intellectual sphere and going from there to the individual 
life, especially in a group, has proved very valuable in the con- 
ducting of the psychotherapeutic wards. Especially patients with 
suicidal tendencies recognize their own problems and systems of 
ideas at first in the other and afterwards in themselves. Even the 
public discussion of individual sex problems has proved to be 
helpful and was a relief not only to the person who professes but 
also to the group. It takes the problem out of the sphere of in- 
dividual aberration and suffering into the dignity of a more or less 
universal problem and breaks the isolation of the individual which 
is an important part of his neurosis. He has to justify his private 
ideology and corrects it in contact with the others. It is difficult to 
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judge the results of such a method in observation wards in which 
patients do not stay for a long time. The immediate effect, how- 
ever, is astonishing. The contact with the physician and the con- 
tacts the patients have with each other become deeper and more 
human. The physician has not the right to remain completely im- 
personal in such a group. He has to reveal his ideology and has 
also to justify it. He has to believe that intellectual honesty in the 
broadest sense is a necessary prerequisite to psychotherapy. The 
analysis of words is a necessary part of the analysis of ideologies. 
It is one of the characteristics of our cultural environment that we 
handle a great number of words the meaning of which is more 
or less vague. We live to a great deal in a world made out of 
spoken and written sentences which pointed once to parts of reality 
but who have since then lost their relation to actual experiences. 
We may also formulate by saying that we should go back from 
meaningless abstracts to concrete and individual experience. Ideolo- 
gies have become independent from objects to which they pointed. 
Not only emotional problems are of importance but also the faculty 
of not taking abstracts as irrevocable data but as methods by 
which one can go back to single experiences. Our whole social 
life is to a great deal based upon words, sentences and ideologies 
to which we do not care to give any thought and about the meaning 
of which concerning real objects we were completely unaware. 
[ know that many of these remarks go in a similar direction as the 
studies of Ogden and Richards,t Ogden® and Korzybski.6 We 
could have called ideologies in the words of Bacon “ Idola Fori ”— 
“Tllusions of the Marketplace.” ‘“ Now words, being commonly 
framed and applied according to the capacity of the vulgar, follow 
those lines of divisions which are most obvious to the vulgar under- 
standing. And whenever an understanding of greater acuteness or 
a more diligent observation would alter those lines to suit the true 
division of nature, words stand in the way and resist the change.” 
(Quoted by Ogden.) 


+The Meaning of Meaning. Harcourt Brace and Co. London. 1923. 
Pp. 544. 
5 The Magic of Words. Psyche, Vol. 14. 1934. Pp. 9-88. 
Bentham’s Theory of Fictions. Harcourt Brace and Co. London. Pp. 161. 
6 Korzybski, Alfred: Science and Sanity. Internat. Non-Aristotelian Pub- 
lishing Comp. Lancaster, Pennsylvania. 1933. 
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I have used the method of the analysis of ideologies not only in 
discussing the problems of patients in the wards but also in the 
out-patient department. The effect of such a group treatment based 
upon definite system of approach is decidedly beneficial, even in 
neurosis of very severe degree. It is a matter of course that not 
the whole treatment of a pre it can be conducted in a group and 
that the analysis of the ideol ogy has to go deep into the individual 
and emotional life of the patient. The deeper understanding of 
the universal problems of life in a very concrete fashion applied 
to the single experience of the individual is an important part of 
every psychotherapy and can be conducted in a group. Group 
psychotherapy has often been recommended. Wender has lately 
discussed it at a meeting of the New York Neurological Society. 
We are here less interested in the general theory of group treat- 
ment than in the specific aspect of a discussion of ideologies in a 
group. 

Although these remarks are based upon considerable empirical 
material, they do not intend to be more than a program and a 
methodical beginning. The method stresses the intellectual side and 
the intellectual responsibility of human beings. I am fully conscious 
that finally the differentiation of one’s life in intellectual and emo- 
tional experiences is not justified. The honesty of an intellectual 
approach and the honesty in analyzing ideologies is of great emo- 
tional consequences. It is based upon a specific attitude of the 
patient. The patient feels that his life has so far been a failure 
and that his basic concepts concerning the important problems of 
his individual existence must have been erroneous. He feels that 
he has to find out what his error has been and he knows that a new 
approach to the facts of life and existence is necessary. Psycho- 
therapy can start when the individual has become insecure con- 
cerning the correctness of his ideology. 

Human life circles around a limited number of basic problems 
which must be mastered not only from the point of view of emotion 
but also from the point of view of intellectual insight. These prob- 


lems must be liberated from merely verbal involvements to con- 
creteness. The problems are: (1) Body and beauty; (2) health, 
strength, efficiency, superiority and inferiority in a physical sense; 
(3) aggressiveness and submission ; (4) masculinity and femininity ; 
(5) the relation of sex and love; (6) the expectation for the 
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future; (7) the meaning of death. The individual’s goals and 
aims, their failure and success, are determined by ideologies. Hu- 
man beings’ aims are in the future. They should understand as 
much as possible what they are aiming at.’ 


- a 


DISCUSSION. 


Dr. JAMES L. McCartney (Battle Creek, Mich.).—Dr. Schilder’s paper 
has presented a method of psychiatric treatment which has been applied for 
a good many years, but has not always been recognized as definite psycho- 
therapy. A great many psychiatrists, especially those conducting small insti- 
tutions, have depended on the analysis of ideology in the group as a method 
of preparing their patients for more intensive individual psychotherapy. The 
discussor has used this method a number of years, and is using it at present 
at the Institute for Mental Hygiene of the Battle Creek Sanitarium in the 
form of a weekly seminar. This public discussion of specific psychological 
problems has been found to be of distinct value in preparing the ground 
for more thorough cultivation by the psychiatrist. 

Strictly speaking, what Dr. Schilder calls “ The Group Analysis of Ideol- 
ogy ” is simply the case conference which is so frequently used in the teaching 
of psychiatric social work. The New York School of Psychiatric Social 
Work has used what is called the ego-libido method of analysis, which after 
all is somewhat the same thing that Dr. Schilder presents, as it not only 
explains the mechanism of the case under consideration, but also helps the 
student to recognize and start the correction of his own problem. By dis- 
cussing the mechanism underlying various psychiatric problems, it is very 
true that the patient, whether discussing it with the psychiatrist in private 
or listening to the analysis of a mechanism or ideology in a group, will find 
a number of facts which appear to apply to himself. Dr. Schilder rightfully 
says, “ human life circles around a limited number of basic problems which 
must be mastered not only from the point of view of the emotions, but also 
from the point of view of intellectual insight,’ so patients in a group very 
frequently will gain a great deal of insight from the discussion of carefully 
selected cases. Even one of the cases in the group may be discussed so long 
as the identity of the specific patient is not revealed. 

The psychiatrist, nevertheless, must always remember in discussing ideol- 
ogies that persons are suggestible and he should not make any statements 
that will frighten the patient or patients with whom he is discussing the case. 


7I do not intend to discuss the relation of this program to psycho- 
analysis. In a schematic way we might say that I have discussed problems 
of the ego in the psycho-analytic sense. Alfred Adler stresses justly the 
life plan of the individual and the consequences of the life plan. He has 
also stressed the importance of aims and goals. I stressed the necessity of 
honesty in thinking and the deception due to words. The variety of ideologies 
should not be underrated. 
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Psychiatric patients as a rule are at first very frightened. Fear may be the 
cause of difficulty in many cases. In fact, as is well known, if the average 
patient were not afraid, his troubles would largely be at an end. A part of 
the psychiatric treatment, therefore, will have to be aimed at restoring the 
patient’s confidence in himself, and hence the importance of not frightening 
the patient at the start. Group analysis of ideologies that have been frankly 
faced tends to reassure the timid individuals. 


Purely psychogenic problems may be somewhat alleviated by such group 
discussions and the neurotic symptoms may be relieved, so that the patient 
will report considerable relief and will appear happier and easier. This must 
not, however, be taken as evidence of recovery. It merely indicates that he 
has confidence in the therapy, and that the first necessary step toward 
successful treatment has been gained. 

Another fact that the psychiatrist must not overlook is that Dr. Schilder 
has applied his analysis of ideology to patients in the wards. It is naturally 
much easier to treat a patient when he is in an institution away from all the 
worries of his environment. This change to a place of rest where there is 


1 


nothing to fear may be all that is necessary to cause his symptoms to dis- 
appear. Symptoms which have disappeared this way are likely to recur when 
the patient is home again if nothing further is done, since there has been 
no cure, but merely the cessation of symptoms. Sometimes, when the cause 
of the person’s breakdown is in the home environment, life in an institution 
actually may be deleterious to treatment, since the patient knows that as 
soon as he is well again he will have to return home. The aim of treatment, 
therefore, should be to fit the person for returning home. No case should be 
discharged after being exposed only to group analysis, for the private con- 
ference with the patient is still the backbone of psychotherapy. 


Dr. Stmon ROTHENBERG (Brooklyn, N. Y.).—Dr. Schilder has introduced 
a new and novel method of psychotherapy, attempting to gain deeper insight 
into the ideologies of people in group treatment. He has formulated a series 
of fundamental problems common to everybody, around which ideologies 
are constructed. He then attempts to interpret and bring to a point of under- 
standing these ideologies so that the individual may benefit. However, he 
does not state whether these ideologies appear the same to the neurotic as 
to the normal individual. The cases presented showed them to be decidedly 
neurotic in character, and therefore the question arises whether it is possible 
by this method of conscious intellectualization to gain deeper insight, in the 
Freudian sense, into the background of these ideologies. 

If the rational, conscious mind is to be relied upon for the understanding 


of these ideologies, the neurotic, with his symptom-complexes of fixations 
and identifications in the forefront of his mental make-up, will surely find 
it more difficult than a normal individual to accept these fundamental prob- 
lems as something other than an every-day philosophy of life. His emotional 
struggles will prevent him from viewing these ideologies except as manifest 
rationalizations of conscious thinking and living. Even for normal people, 
life is a process of intellectual and rational circumlocution around emo- 
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tional ambivalences causing constant repetitions of errors and mistakes. In- 
dividuals who have gained positions of height in life have been successful in 
solving the problem of ideologies and in overcoming their emotional ambiv- 
alence through the strivings of their personality at the level of unconscious 
rather than conscious thinking. 

To determine a philosophy of life by rationalizing fundamental ideologies, 
would be making life pretty simple. It seems to me that many fundamental 
questions in psycho-analysis, such as the problems of bisexuality, masculinity, 
and femininity, have been better solved by thinking of them as innate funda- 
mental strivings of personality and character and not as ideologies to be 
faced. These strivings evidence themselves in conflicts of sado-masochistic 
instinctive urges rather than as concepts of masculinity and femininity. 


Dr. Paut ScuitperR (New York City).—I do not believe in so-called 
original thinking. I do hope that the thoughts which I have developed lie 
in the line of the historical development of the psychotherapeutic thought. 
We should force the patients to develop their ideology clearly and to come to 
an insight into their ideas. Reason has a force in itself and if you force a 
human being to reason and to come to an insight into himself you liberate 
emotions. 

I do not want to go into the problem in which relations the ideas which 
I have developed stand to the psycho-analytical approach. Dr. Rothenberg 
is basically correct but the two approaches do not exclude each other. It 
would take too long to go into the theory from this point of view. I want 
to emphasize the method. This is a method which you can use in the ward 
and in the out-patient department, and I think it is a method which forces 
the man who does psychotherapy to be more honest with himself, and this is 
of paramount importance. 
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GENERAL PARESIS TREATED BY MOSQUITO- 
INOCULATED VIVAX (TERTIAN) MALARIA.* 


By ERNEST KUSCH, M.D., D. F. MILAM, M.D., ann 
W. K. STRATMAN-THOMAS, M.D. 


Since January, 1934, the treatment of general paresis at Man- 
hattan State Hospital by means of induced malaria has been car- 
ried out entirely by mosquito inoculation. Up to March, 1936, 
72 patients have been so treated, and this report covers the re- 
sults obtained. For purposes of comparison, there are included 
also the results obtained on 363 patients at the same hospital who 
between January, 1929, and December, 1933, were treated by 
the senior author with blood-inoc: !ited malaria. Both groups 
represent unselected cases, as all atients with general paresis 
admitted to the hospital were inoculated with malaria unless 
this was contraindicated by poor physical condition such as marked 
cardiovascular disturbance, renal insufficiency or advanced age. 


MeETHOb. 


The mosquitoes used in this work were all infected with the 
McCoy strain of Plasmodium vivax.t The 72 patients were in- 
fected by bites of anopheline mosquitoes subsequently proven on 
dissection to be gland positive for malaria sporozoites. The tech- 
nique described by Boyd and Stratman-Thomas** * was used. 
Briefly this procedure was as follows: Colonies of Anopheles 
quadrimaculatus and Anopheles punctipennis were reared in an 
insectary established in an air-conditioned room which was kept 
at a constant temperature of 22°-24°C. These two species were 
found to be approximately equal in their infectibility with P. 
vivax. The available supply of either :»ecies was the only factor 
considered when infecting a new lot. Since a satisfactory lot is 
usable for only about one month, constant renewal was necessary. 


*From the Manhattan State Hospital, and the Laboratories of the Inter- 
national Health Division of the Rockefeller F. ndation, New York. 
+A strain isolated by Boyd in Florida and found to be relatively mild. 
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Female adults emerging from the pupal stage were caged in small 
bobbinet-covered cylindrical cages, about 10 mosquitoes to a cage. 
On the third day of adult life, or shortly thereafter, these caged 
mosquitoes were fed on an infected patient showing in the blood 
smear both male and female gametocytes, and preferably after 
demonstration of exflagellation. An exilagellation slide was made 
by placing a blood smear in a moist chamber for 15 minutes 
before drying. For this purpose a Petri dish, with a moistened 


filter paper on which is placed a bent glass rod serving as sup- 
port for the slide, is sufficient. After 15 minutes the slide was 
dried and stained by the Giemsa method. If exflagellation was 
present, the patient was considered a good source for infecting 
a new lot of mosquitoes. After the infecting meal the mosquitoes 
were kept in the air-conditioned room and were given a rabbit- 
blood meal twice a week until they were found gland positive, 
after which they were given only conservation feedings of glucose. 
Early dissection of infected mosquitoes kept under such condi- 
tions will show malaria cysts in the stomach wall from about 
the third day, these reaching the maximum size about the twelfth 
day. The salivary glands were not usually found positive for 
sporozoites before the sixteenth day after the infecting meal. 
When examination showed one or more of the individuals of 
a mosquito lot to be gland positive, the lot was considered 
ready for use in infecting patients. Since the mortality among 
mosquitoes may be fairly high, it was desirable that a lot con- 
sist of not less than 20 mosquitoes. 

To prevent extremes in temperature, the mosquitoes were 
transported from the laboratory to the hospital in a small port- 
able icebox. After packing in the cool room, the mosquitoes ap- 
parently do not suffer from the trip. They were applied in cages 
to the patients in bed, usually along the thigh, and were examined 
with a flashlight at intervals for evidence of blood in the stomach. 
It was considered essential to get at least four mosquitoes to 
feed, but in highly infected lots a single mosquito was usually 


sufficient. In the interval between feedings on patients the mosqui- 
toes were maintained at a constant temperature of 23° C. When 
no longer required for future inoculation, they were killed and dis- 
sected. A positive salivary gland found in a mosquito that had 
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previously fed on a patient was held to indicate that its bite in 
all probability was infective. 

Aside from having a ready supply of normal mosquitoes avail- 
able, the matter that gave most concern was finding a patient with 
sufficient gametocytes in the blood to serve as a source for infecting 
new lots of mosquitoes. As soon as the patient’s blood showed 
parasites, it was searched daily for gametocytes. Out of a group 
of five malaria patients, usually one was found to be a satisfactory 
source. 


CLINICAL Course oF Mosguito-INpUCED 


A composite picture of the mosquito-induced vivax (tertian) 
malaria as exhibited in the paresis patients was as follows: 

After the incubation period of 8-18 days (usually on the eleventh 
to the fourteenth day), there was an acute rise in temperature to 
about 40° C. followed by daily paroxysms and remissions. Chills 
most frequently started one day to four days after onset of the 
high temperature. Quite commonly before the acute onset there 
was a temperature of 38° C. to 39° C. for one day or more, with 
a subsequent fever-free interval. Occasionally this prodromal tem- 
perature was observed during the entire incubation period. Fol- 
lowing the acute rise in temperature there was usually a quotidian 
fever, the temperature increasing daily to a peak of 40° C. to 
41.2° C. about the third to the fifth day. Less frequently the tertian 
or mixed type of fever was encountered. This peak was reached 
daily until near the end of the course, when there commonly oc- 
curred a gradual decline for a few days, after which the tempera- 
ture returned to normal and remained there. Relapses were not 
often observed. Quinine, 30 grains, was administered daily for 
seven days, after spontaneous cessation of symptoms. It was given 
during the course of the fever only in case of the appearance of 
symptoms of extreme severity, such as marked weakness, threaten- 
ing general collapse or definite jaundice. 

As to the duration of the attack, this series averaged 22 par- 
oxysms. Individual patients had as few as four paroxysms and 
as many as 40. The 21 patients experiencing a spontaneous re- 
covery averaged 21 paroxysms; the 42 quinine-treated patients 
averaged 24. When possible, all patients were allowed to proceed 
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to a spontaneous termination of the disease. The number of chills 
in the spontaneously recovered patients averaged 10, but 7 patients 
had more than 20. The quinine-treated patients averaged 15 chills, 
with 13 having more than 20 chills. The chills usually lasted about 
45 minutes and preceded the peak temperature by one to two 
hours. Characteristically they began with the third paroxysm. 
The type of fever seen was quotidian intermittent in 48 patients, 
mixed type in 16, and simple tertian in only to. The tertian 
type seems to be chiefly limited to those with previous history 
of malaria, as was also the short course of the attack. 


RESULTS OF TREATMENT. 


In Table I the clinical results obtained in patients inoculated 
with malaria by mosquito bite are compared with those in pa- 
tients inoculated with blood.* 


RESULTS OF TREATMENT OF GENERAL PARESIS WITH MALARIA. 


Mosquito-inoculated Bl sulated 
group 

Result. No Per cent No Per cent. 
| 35 48.6 130 35.8 
Unimproved .......... 18 25.0 137 37-7 

72 100.0 303 100.0 


By “ remission ” is meant that the patient showed such improve- 
ment after treatment that he was able to resume his former habits 
of life and work, and no longer displayed any of the more obvious 
signs of mental disorder. An “improved” case is one showing 
amelioration of the mental symptoms but still presenting evidence 
of impairment of the mental faculties. Many of the improved pa- 
tients were discharged from the hospital, and some were able so to 
adjust themselves as to engage in gainful work, although on a 
lower level. 

It is seen in this series of 72 patients that a somewhat better 
result has been obtained from malaria induced by mosquito bite 
than from that produced by blood inoculation. Therefore the re- 
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sults indicate that the former is the method of choice where facil- 
ities are available for its application. 

The duration of the malaria course in the two groups of patients 
is shown in Table IT. 

As seen in this table there were approximately twice as many 
paroxysms per patient in the mosquito-induced malaria group as 
in the blood-inoculated group. This factor of duration of the ma- 
laria course would appear to be the significant one in the results 
obtained. There is evidence to indicate that the mosquito-induced 
malaria on the whole is less severe and better tolerated by patients 
than that produced by blood inoculations. This type of infection, 
although milder than that from blood inoculation, ran a longer 


TABLE II. 


DuRATION OF MALARIA COURSE. 


Mosquito-inoculated Blood-inoculated 
malaria. malaria. 
No. No. 
of No. of of No. of 
cases. paroxysms. cases. paroxysms. 
PREMISSION, 19 24 70 8-12 
35 21 130 8-12 
Unimproved .......... 18 17 137 8-12 
72 22 363 8-12 


course, and therefore the therapeutic action of malaria on the gen- 
eral paresis was more prolonged. It should be restated that the 
strain of vivax malaria used in the mosquito-inoculated group was 
a known mild strain, and this may be a factor of importance. 

The average ages of the patients in the six subgroups of Table I 
varied only by a maximum of four years, and age is not considered 
a factor in the results reported. The duration of symptoms of 
paresis before treatment with malaria is generally assumed to in- 
fluence the results obtained, but such influence was not evident in 
this particular series. 

Twenty-six deaths (7.2 per cent) occurred in the blood-inocu- 
lated group and none in the mosquito-inoculated group here 
reported. However, there have been two deaths in a group of 
14 cases still under observation. If these are added to the 72 
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cases reported above, a fatality rate of 2.3 per cent in the mosquito- 
inoculated group is obtained. 


SUMMARY AND CONCLUSIONS. 


Data are presented on a series of 72 cases of general paresis 
treated with mosquito-inoculated vivax (tertian) malaria at Man- 
hattan State Hospital. The therapeutic results are compared with 
those of a former group of 363 cases treated with blood-inoculated 
malaria at the same institution. The outstanding clinical difference 
between the two groups was a less severe malaria in the mosquito- 
inoculated group, permitting a longer course of malaria treatment. 
Final analysis showed a “ remission” rate of 26.4 per cent and 
“improved” rate of 48.6 per cent in the mosquito-inoculated 
group, while the comparable rates for the blood-inoculated group 
were 19.3 and 35.8 per cent, respectively. 

Although the series of cases is admittedly small and a larger 
series would be desirable, the following conclusions seem justified: 

I. The course of vivax (tertian) malaria is milder when in- 
duced through mosquito bite than when induced by blood inocula- 
tion, and is therefore borne better by the patient. 

2. Malaria induced by mosquito bite for treatment of general 
paresis apparently gives better results than that produced by direct 
blood inoculation, and is the method of choice for the treatment 
where facilities for its use are available. 
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THE SYNDROME OF EPISODIC CONFUSIONS.* 


By J. KASANIN, M.D., 
Michael Reese Hospital, Chicago, II. 


The older clinicians in psychiatry paid a great deal of attention 
to certain well-defined psychoses characterized by a sudden onset, 
marked emotional turmoil, over-activity, and dissociation with con- 
fusion and hallucinations. One of the characteristics of these psy- 
choses was their benign nature, the short duration, and complete 
recovery but with a definite tendency to recurrences. These psy- 
choses were described as transitory disturbances of consciousness 
by Kraft-Ebing ;+ etats episodiques, by Magnan ;? periodic delirt- 
ous confusions by Pilez;* episodic psychoses by Morel; * Bell's 
mania, etc. In a movement for a biological classification of mental 
diseases undertaken by Kraepelin these psychoses were lost track 
of and they were usually classified with the manic-depressive psy- 
choses on account of the sudden onset, marked emotional turmoil, 
complete recovery and the tendency to repetitions. To be sure, 
Schréder * objected to this over-simplification and for this reason 
he grouped such atypical psychoses with the so-called degenerative 
psychoses. Some authors pointed out the delirioid nature of the 
psychoses and thought of them in connection with Meynert’s 
amentia, or what in American psychiatric literature is described 
as the toxic-exhaustive psychoses. It remained for Kleist,’ however, 
to make a more exhaustive study of this group of cases, and al- 
though he fully realized the close relationship of these cases, both 
to the affective and toxic psychoses, he felt that they were largely 
constitutional in origin and he created for them a special name of 
episodic confusions. A literal translation of the German would 
be “ episodic cloudy states,” but in view of the fact that in the 
English psychiatric literature cloudy states are usually associated 
with epilepsy, I thought it better to translate the term as “ confu- 
sions,” for this seems to be one of the most essential elements in 
the clinical picture. To be sure, Kleist noticed that there was a 


* From the State Hospital of Mental Diseases, Howard, R. I. 
Read at the ninety-second annual meeting of The American Psychiatric 
Association, section on convulsive disorders, St. Louis, Mo., May 4-8, 1936. 
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certain similarity to the cloudy states of epileptics and in the nine 
cases which he studied he emphasized the headaches, the neuralgias, 
the marked irritability and the various gastro-intestinal complaints 
which are so often associated with the so-called epileptic constitu- 
tion. He stressed the fact, however, that although his cases might 
have a possible relationship to the epileptic constitution, they were 
not cases of epilepsy and could not be interpreted as such. 

According to Kleist there is a definite close relationship between 
epilepsy, pyknolepsy, migraine and the episodic confusions, in a 
sense of all these cases having a common anatomical localization. 
None of the cases of Kleist showed any definite lesions except 
some evidence of possible metabolic disorder ; for this reason Kleist 
believed that the disorder was due to functional disturbance of 
nerve elements in the region of the third ventricle, the area of the 
brain which, according to Kleist, deals with the phenomena of 
consciousness. He also postulated changes in the permeability of 
the cerebrospinal fluid barrier, allowing for toxins to reach the 
brain. Certain phenomena, such as amnesia, confusion and halluci- 
nations Kleist explains by cortical rather than sub-cortical changes. 

In the description of the syndrome, to which Kleist * devoted an 
entire monograph, he stresses the tendency toward compulsive 
thinking, fugues, ecstatic states, emotional swings with anxiety, 
anger or fear, impulsive, erratic behavior, various degrees of con- 
fusion and hallucinations with complete amnesia afterwards, and 
frequent migraine-like headaches. Kleist’s concept of episodic con- 
fusions as a clinical entity met with a great deal of criticism, with 
various critics pointing out that the cases which he reported could 
be classified with schizophrenia, others stating that they were cases 
of affective psychosis, etc. 

In 1933, two Russian workers reported a group of 13 cases of 
episodic confusion. In that paper the authors deal with the whole 
subject of cloudy states and point out that the episodic confusions 
occupy only a small sector in such psychoses, which are character- 


ized by loss of consciousness. Whereas in Kleist’s cases, there were 
five men and four women, all the cases reported by Krol and Bon- 
gard were men.'!° The duration of cases was much longer. Kleist 
emphasized that his cases were psychotic for a few hours to a few 
days, whereas the cases of Krol and Bongard were psychotic for as 
long as a month and a half. They also pointed out that the chief 
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characteristics of such cases were the narrowing of the field of 
consciousness, the hallucinations, increased or decreased psycho- 
motor disturbances, i. ¢., hyper-kinetic or akinetic states. Kleist’s 
concept seemed to me to be so interesting that I watched for such 
cases among the large number of admissions to the Rhode Island 
State Hospital ; I was able to observe two cases in the course of four 
years which seemed to fit this particular group. 


CASE HISTORIES. 


SuMMARY: CAseE 1.—A. B., a 41-year-old man, white, painter, who has 
always been neurotic, especially since the war, had four or more attacks of a 
few days’ to a few weeks’ duration, characterized by confusion, dissociation, 
compulsive and at times bizarre behavior, hallucinations, marked emotional 
outbursts with complete amnesia afterwards. 

Chief Complaint—The patient was admitted to the Rhode Island State 
Hospital on April 18, 1933, on a transfer from a local hospital following 
an attack of excitement in which he was destructive and assaultive. 

Personal History.—Patient was born February 1, 1892, and was the only 
child. For this reason he was the center of attention in his family. His 
early history was normal. As a child he was fond of athletics, was self- 
assertive and good-natured. He did not like school work and left school 
at the age of 15. For four years he worked in various machine shops 
until he became a qualified machinist. When war was declared with Germany 
the patient enlisted in the army and was discharged two years afterwards. 
Then the patient entered his father’s painting business and became a painter. 
Two years after his discharge from the army he was married. In spite of 
wife’s adaptability the marriage was not altogether satisfactory. This was 
because the patient was very jealous and also very “nervous.” The wife felt 
that the patient had been spoiled too much by his parents. Sex life was 
satisfactory. During the World War the patient was gassed twice and also 
contracted chronic otitis media. Following the war the patient was under 
treatment by the Veteran’s Bureau for neurasthenia. At one time he com- 
plained so much of abdominal pain that an ulcer was suspected but in an 
operation nothing was found. The patient’s symptoms were inability to work, 
irritability, lack of concentration, inability to stand any noise, fear to cross 
streets, etc. He was sleepless, could only eat soup, and when he tried to 
paint for his father he felt that he must jump off the scaffold. He drank only 
occasionally in small quantities. For a year and a half the patient had not 
worked. For several years the patient lost interest in athletics, in which he 
had formerly been interested. He had always been temperamental and 
stubborn, but these traits were more pronounced after he came back from the 
war. In spite of the fact that he did not work he boasted about his earning 
capacity and made all sorts of preposterous statements. He was sensitive, 
jealous and easily misunderstood other people’s actions. He was quite 
moody and never confided to anybody. He had no interest in religion. All 


| 


628 THE SYNDROME OF EPISODIC CONFUSIONS [ Nov. 


these traits became accentuated during the five years prior to his admission 
to the hospital. 

Present Illness—In February, 1930, at the age of 38, the patient had his 
first attack of mental illness when he paced about the house talking inco- 
herently and irrelevantly, had hallucinations and insisted on dabbing his face 


with cream. In May of that year he had another simi ttack when he 
was destructive, restless and assaultive and it was on this occasion that he 
received treatment at the Chelsea Naval Hospital. It is believed that the 
episode was precipitated by the death of an intimate friend. On March 2s 
1933, patient appeared upset when he returned home after attending an 


American Legion banquet. At four o'clock the next morning his wife waked 
to find him standing at the foot of their bed with a hunting gun and shell 
in his hand. His wife took the gun away from him and patient attempted to 
leave the house without his c 
dress and the patient left the house, but as soon as got outside he removed 


othing. His father succeeded in making him 


his clothing. With some neighbors, the father attempted to force him to 
return but he became so resistive and assaultive that the police were sum- 
moned and patient was taken to City Hospital. 

There he was at first confused, excited and combative and this lasted for 
several days, after which he seemed oriented and in contact. It was believed 


that the excitement was due to over-indulgence in alcohol but the informants 
denied this. He was diagnosed acute alcoholic psychosis and was discharged 
on April 11, 1933, because of the serious illness of his mother. During his 
course in the hospital patient also had fever for several days and bronchiectasis 


was suspected on the basis of an X-ray showing widespread but indefinite 
mottling of the lungs. 

On April 15, 1933, patient’s mother died and two days later his wife found 
him in the cellar walking about and declaring to himself that he never was 
any good, etc. This restlessness continued and he searched for his gun 
continually. Within four days he became so excited and destructive that the 
police were called and he was again admitted to City Hospital on April 17, 
1933. In view of the recurrence of such episodes he was transferred to the 
State Hospital. The second diagnosis was “epilepsy, equivalent states, 
because no definite history of over-indulgence in alcohol could be elicited. 

Mental and Physical Status on Admission.—In the admission office 
patient appeared to be mildly confused, depressed and retarded, but he was 
able to give considerable information about himself, although many of his 
answers were decidedly irrelevant. When questioned as to visions he replied, 
“Plenty of them, of men. Do I have to tell you that? I would have to go to 
Roger Williams Park to freeze it over.” Physical examination showed 
abdominal operative scar, a few small scars on the face and some superficial 
discolorations on the arms. There was a questionable bilateral ptosis of 
both upper eyelids. 

Course in Hospital—On the evening of the day he was admitted, patient 
suddenly became disturbed and struck one of the patients. He was unable 
to give any coherent explanation of his action and because he was so upset 
he was placed in a continuous bath. For two weeks he was confused, noisy, 
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irrelevant and incoherent and apparently completely out of contact with his 
surroundings. When hydrotherapy was discontinued on May 4, he displayed 
practically complete amnesia for the whole period, but stated that when he 
was in the tubs he heard the voices of people outside the window calling 
him such names as “fairy” and “slob.” These experiences did not recur 
again and later on when patient was questioned about them he denied that 
such things had ever happened to him. It was observed that, at times, he 
was somewhat preoccupied, at other times mildly irritable. Since his con- 
dition had improved, he was assigned to work with the paint gang, and 
about his ability and efficiency as a painter he was quite boastful. 

Psychiatric Examination —June 7, 1933, the patient was seen to be a well- 
developed and nourished, asthenic white man of 40 years. There was noted 
a slight asymmetry of the face and the right eyebrow was elevated. Under 
both eyes the eyelids were pouched and wrinkled and the skin of the face 
was sallow and the features haggard. At the time of the examination there 
was no clouding of consciousness, patient was accessible, friendly and frank, 
although at times he appeared definitely to be on the defensive, especially 
when he was questioned closely as to the nature of his symptoms and their 
time relations. Occasionally he was a little irritable and somewhat boastful, 
but on the whole, cooperated well. There was no evidence of confusion, and 
orientation in all spheres was complete. No defect in apperception was 
found. 

Patient stated that his childhood was happy because he was never deprived 
of anything although he does not believe that he was ever spoiled. His 
mother would never let him out of her sight because he was continually 
getting into mischief. He thought that as a matter of fact he enjoyed more 
being with his father than with his mother. Because of his mischievous 
propensities he made a poor adjustment in school and finally he was trans- 
ferred to the ‘ Bad Boys’ School.” 

The patient’s own story of his illness was as follows: 

In 1930 he had his first “ disturbed” spell. He was irritable because many 
of the machine parts he was assembling were defective and because some of 
his fellow employees had been teasing him by hiding his tools. Suddenly 
he started to perspire, walked around a little while, then sat down to smoke 
and at this point a period of amnesia began which he calculated must have 
lasted 11 days. At the end of this time he was transferred to Chelsea Naval 
Hospital, and inside of three days he was normal except that he was as 
irritable and contrary as ever. He had no trouble thereafter until March 16, 
1933. He had been worrying about his mother’s illness and he remembers 
that he was restless and sleepless. He got up at exactly 4.20 a. m., having 
deliberately looked at the clock, had a smoke and was about to go back to 
bed when he experienced a sudden compulsion to go some place, he did not 
know where. He thought he remembered that he dressed, that his wife and 
father tried to restrain him and that he disregarded them. His father followed 
him and he headed through the slushy streets for the Browne and Sharpe’s 
factory, two miles distant. He believed he remembered that every time his 
father spoke to him he would take off a garment and hand it to him until 
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he was finally stark naked and that he was finally arrested by four railroad 
detectives. He remembered fighting with them and also had a vague recollec- 
tion of coming to in his own room at home and finding it full of policemen. 
In City Hospital 36 hours later, he regained full consciousness and he 
said he could remember that his first words were a request for a cigarette. 

Four days after he came home his mother died. The day after her funeral 


he sat down in an armchair for a smoke and he remembered nothing until he 
had been in City Hospital again for a day or two. He remembered coming 
to this hospital and remembered fairly well the events of the first day but 


after his difficulty with one of the patients he again became disturbed and 
had another two weeks’ period of amnesia following which his memory 
was clear. He had a faint recollection of his father’s visiting him the day 
before he came out of the continuous bath. 

His talk was coherent and relevant and there was no apparent retardation. 
He felt that he had gone through so many traumatic experiences in France 
that it had “ruined my nerves.” He was quite certain that his nervous 
system had always been stable before, because he had always had good 
self-control but he did not have it at this time. He wanted to find out the 
true cause of his attacks because he wanted to go out of the hospital and 
feel sure that there was no danger of his harming anyone. He believed that 
he remembered certain events just preceding and just following each at- 
tack and was convinced of the accuracy of his memory in this respect, while 
admitting that he had complete amnesia for the period of the episode itself. 
Although he had expressed ideas of infidelity and reference while in an 
attack, he expressed no such ideas at this time, and no delusions of any 
kind. During his attack in the hospital he experienced auditory hallucina- 
tions which he admitted at the time but which he later failed to remember. 
Memory was not impaired except that there were four definite localized 
periods of amnesia lasting, in the first instance as near as can be determined, 
Ir days; in the second, about one day; in the third, about one day; and in 
the fourth, about 15 days. His memory for a short period just preceding 
and just following these episodes was faulty and for this period he confabu- 
lated. Judgment was apparently good, fund of information was fair. Insight 
was present. He believed that during the intervals between his attacks his 
mind was normal in every way. About the actual attacks he remembered 
little and what he did remember (as noted), was largely at variance with 
the facts. However, he did not refuse to accept what he was told about his 
behavior during his attacks and he realized that such behavior might easily 
have led him to anti-social actions of a serious character. 

On physical examination, in addition to the findings already mentioned, 
there was found a slight inequality and irregularity of the pupils but the 
reactions were normal. The tendon reflexes were generally hyperactive. 
Speech showed no dysarthria and examination of the fundi was negative. 

Urinalysis, blood chemistry, and red blood counts gave normal findings and 
spinal fluid examination was negative. The white blood count was 13,650 
on admission with normal differential; when repeated three weeks later it 
was 6800. 
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Patient ran a slight, irregular, febrile reaction for a few weeks after ad- 
mission and this was attributed to chronic otitis media. 

X-rays showed that the mastoids were not involved. X-ray examination 
of the chest apparently eliminated the lungs as a source of fever, in spite of 
the x-ray report from City Hospital, since the lung fields were quite clear. 
There had been no coughing, no night sweats nor loss of weight. 

Psychometric examination on July 10, 1933, showed a mental age of 10 
years and eight months with an I. Q. of 67. On Healy II he showed a 
mental age of 16+ with an I. Q. of 100+. The most important thing in 
his test was the wide scattering with a basal age of 8 and the upper limit 
at the year 14.3. On the 14-year level three tests were passed: a verbal test 
of reasoning, problems of fact, a test of the same thing, and arithmetical 
reasoning. 

Subsequent Course—On June 14, 1933, the patient was paroled to his 
father, but on June 25 he was returned from parole. His wife stated that 
the patient had been disturbed for the past four days. For three days he was 
depressed and on the morning of his return he became confused, restless and 
began to move the furniture around and empty the drawers. When he 
was readmitted he was depressed, confused and dissociated. He was preoc- 
cupied and puzzled. His talk was incoherent; thus for example: “ You 
belong to different groups and organizations, don’t you? They keep you 
awake at night and day and if I want to go any place there’d be a telephone 
call—It started this morning all of a bang—I don’t have to hear them. .... 
I see them right in my father’s house. .... Oh, doctor, I can’t explain 
it... . there’s too many of them..... I’ve been sitting up night and 
day ... . they’re trying to drive my father out of his home. Of course, I’m 
worried . . . . suppose you had them walking up and down in front of your 
house?” His productions were vague, disconnected and incoherent. A day 
later, on the 26th of June, he still seemed abstracted, dreamy, preoccupied 
and in his conversation he was incoherent and evasive. At that time he 
recognized some of the doctors and attendants and stated that he felt better. 
“You’ve got an x-ray of me all over and just at the end of the tenth day 
he’s gone and I’m here again. .... Jesus, you’re worse than any louse. ... . 
I ain’t no louse... . that’s why I came in, to fight it off..... I’ve been 
that way ever since hell was formed. Tom Lovett tells me everything and 
I tell him everything.” On the 27th patient was found to be wandering on 
the ward still confused, resentful and irritable. He was found to be pulling 
off his clothes and his talk was just as incoherent. “Do you think I could 
see a red light? They keep making cracks about my eyes all the time. .... 
I’ve got to be home tonight . . . . do you know there is a boycott on me? 
They think I am somebody that hadn’t ought to live.” On July 2 patient 
showed a decided improvement, it seemed that he was regaining his orienta- 
tion. He stated that he could in no way account for his return to the hospital. 
He was depressed for a little while and said there had been a boycott against 
him and that both before and after he entered the institution people were 
giving various signs, the significance of which he did not understand. His 
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suspicions gradually waned. At one time he explained that he didn’t get enough 
sleep and he was worried because he couldn’t find any of his property. 

On August 31, 1933, the patient was transferred to the U. S. Veterans’ 
Bureau Hospital and on February 7, 1934, he was discharged from there. 
On February 22, 1934, he asked for his license to drive a car to be renewed 
and in this connection he appeared at the state hospital. He stated that at 
first during his residence at Bedford he had been confused and that this 
spell lasted for two days. When the patient was told that on account of his 
spells of confusion his-license could not be returned to him, he became very 
angry and left the hospital in a huff. 

Diagnosis in the hospital was first psychoneurosis and then later changed 
to paranoid condition. 


SuMMARY: CAsE 2.—C. D., a 22-year-old white man, single, sailor, with 
a pleasant out-going personality, became quite seclusive and passive following 
discharge from the navy. A sudden onset of a series of attacks, characterized 
by dissociation, confusion, hallucinations, under-activity, bizarre behavior, 
with complete amnesia afterwards. Sudden death possibly due to drowning; 
no gross lesions found at autopsy. 

Chief Complaint—The patient was admitted to the hospital because he 
drank some iodine following one of his “ spells.” 

Family History—Not remarkable. 

Personal History.—The patient was born in a small town in Rhode Island 
on October 22, 1909. He was a strong, healthy infant and he was the youngest 
of five children. His development was normal and he had no convulsions. 
The home was happy and comfortable and the patient was somewhat favored 
as he was the youngest of the family. As a child he was always on the go, 
liked company, was active, had many friends. On the other hand, he was 
never a leader, never forced his opinions on other children. He was athletic, 
a good sport, and was quite liked and petted. 

The patient went to school as far as the seventh grade but he always dis- 
liked it and finally left at the age of 14. For four years he worked in cotton 
mills until the age of 18, when he asked his parents to allow him to enter 
the navy. In November, 1927, he joined the navy and after a short training 
period was sent to Nicaraugua where he remained during the whole period 
of enlistment. He was happy in the navy, had no difficulty of any sort 
but he never rose above the rank of a common seaman. His health was good. 
He was discharged one month before expiration of the four-year enlistment 
in October, 1931, on account of his good behavior. 

When he was six years of age he was struck on the head with a baseball 
and while he was in the navy was hit by a hatch door, but on neither 
occasion was he severely hurt. He drank occasionally. 

In reference to the patient’s personality it is said that he was very good- 
natured, even-tempered and provoked with difficulty. He did not seem to be 
sensitive, showed no feeling of inferiority, was not jealous or envious. At the 
same time he was not easily led, did things his own way and did not seek 
advice. He was very much attached to his mother and did a great many 
things to please her. 
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Present Illness—After his discharge from the navy in 1931 the patient 
was not able to obtain a job and spent most of his time at home. He lost 
his interest in sports. He belonged to no clubs and he had no chums. He 
never talked about any of his friends and it seemed he had none. He occa- 
sionally amused himself by going to the movies. His interest in newspapers 
was casual. He became quite bashful and self-conscious in the presence of 
others. Five weeks before admission to the hospital he contracted a “cold” 
and from that time began to act peculiarly. He went to visit his cousin one 
Sunday night. She called the mother, telling her that the patient was in bad 
shape. He was taken home and it was noticed that.he was “ flighty.” He 
kept calling to his uncle who had been dead for at least four years. In a 
few days he became listless and indifferent. He lay practically all the time 
on a couch and asked his mother to lie beside him and hold his hand. He 
seemed to be very childish and whenever anybody left the room he said, 
“All gone. Nobody here but you and me.” If one smiled he said, “ Laugh, 
mother, laugh.” He seemed to be “ distracted” and his mind was “ wander- 
ing.” He seemed to remember nothing for about three weeks, when he 
began to improve. There were no convulsions. A week before admission he 
mistook the iodine bottle for his own medicine and took one swallow of it, 
but immediately told his mother, who gave him something so that he 
immediately vomited. Following this he remained mute, and was constantly 
“afraid of everything in the house.” He claimed that he saw his grand- 
parents, his uncle and a brother who had died some time before. On the 
day of admission he looked at the sea and said, “I’m going over there”; 
he insisted on putting on his brother’s clothes and left the house. The mother 
was afraid the patient might do himself some harm, so she called in a 
family physician and arranged for his commitment. 

Status on Admission—On admission to the hospital the patient was 
found to be a well-developed, well-nourished young white male in excellent 
physical condition. He was quiet and seemed bewildered, dazed and unable 
to explain his present situation. He apparently had an amnesia for the last 
24 hours. He was accessible although his replies were brief and it was 
obvious that he was diffident and embarrassed. 

The patient stated that he has had peculiar “spells” for eight weeks but 
he could not describe them. There was no aura and the “spells” were 
apparently characterized by confusion with amnesia afterwards. 

The day before, he started to play the radio, took a dose of castor oil 
which, he said, the doctor had ordered for his “ spells” and finally lay down 
on the couch. He remembered nothing that happened after this. 

Course in Hospital—On the following day the patient stated that he had 
been drinking before and after New Year’s and that following drinking 
sprees he had periods in which he became confused and forgot everything. 
He stated that these spells were ushered in by a feeling of discomfort in his 
stomach, headaches, anorexia, weakness and a soreness in his legs. He 
denied having any Jamaica ginger. 

After this the patient was studied in the hospital three weeks. He was 
clear all the time and gave a perfectly straightforward account of his life, 
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which agreed largely with the anamnesis. One gained the impression of a 
rather colorless young man who was indifferent about most of his symptoms 
and who displayed no special psychological problems. He took life quite 
casually, was perfectly willing to remain in the hospital and was rather 
annoyed by the “ probing” of the psychiatrist. 


Quite suddenly, three weeks after admission, the physician was notified 

that the patient was dazed and complained of a pain in his abdomen. The 

patient was found sitting on the side of his bed. He kept staring toward 


the door of the ward and said that he was looking for his father who was 
to take him home. He was definitely clouded, understood questions with 
difficulty, repeating them frequently in a dazed manner. He seemed to be 
perplexed and confused. He was partially disoriented for a time. On one 
occasion he reached out and touched the attendant’s hand in a bewildered 
fashion, then withdrew his own hand as if frightened. During the period 
of observation he seemed nauseated, gagged and vomited small amounts at 
frequent intervals. He was coaxed to lie down but seemed to understand 
only partially, and kept on touching his pillow, brushing the bed clothes or 
pressing his chest in a confused manner. He was observed to raise the pillow 
tentatively once or twice as if to search for something underneath. It was 
feared that he was on the verge of a disturbed period and an attempt was 
made to induce him to take off his clothes so that he could be placed in 
the tub, but he became resistive so he was not forced. 

When I saw him the same night he was talking to himself in a low tone 
as if he was too weak to pronounce his words. His eyes were half-shut but 
he repeatedly looked around him as if he were searching for somebody and 
said, “ Where’s my father. Is he coming? ’”’ He showed a few facial manner- 
isms, such as twisting his lips and sucking his tongue. At times he acted as 
if he were listening to somebody outside but he denied hallucinations. A 
thorough neurological examination showed nothing abnormal. 

The following day the patient cleared up and remained quite well until 
May 7, 1932, when, following a week-end trip home he again became 
confused for a period of a few hours. 

Subsequent Course—Early in June of 1932 the patient was allowed to 
go home on a visit, but two weeks later he suddenly began to complain of 
pain in his head and stomach. He became confused and periods of excite- 
ment alternated with stupor. He was immediately taken to the city hos- 
pital; there it was observed that he was confused and apparently having 
hallucinations. This episode lasted for four or five days when he gradually 
began to clear. The examinations of blood and spinal fluid were negative, 
the blood sugar was 85 mgm. The fundi were negative. An x-ray of the 
skull showed some thickened areas with a bony anomaly of the frontal bone, 
and thinning of the squamous portion of the temporal bone. Encephalogram 
was unsatisfactory. 

The patient was returned to the State Hospital where he got along well. 
On September 5 the patient and a friend (who was an epileptic) asked 
permission to go for a walk to the park in the neighborhood. Both had had 
the freedom of the grounds and a town parole. On the following day they 
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were found dead near a small pond in the vicinity of the hospital where 
the greatest depth of the water was four feet. Both of the patients were 
fully dressed. An autopsy was done on the morning of September 7. 

The autopsy was that of a well-developed, well-nourished white male of 21 
years of age. The dura was normal in appearance and was not abnormally 
adherent to the skull. The arachnoid showed some opacity over the entire 
anterior half with scattered areas of much more dense thickening especially 
marked over the anterior half of the longitudinal fissure. Pacchionion 
granulations appear somewhat fibrotic. The appearance was typical of an old 
leptomeningitis. The pia was normal in appearance except for occasional areas 
of fibrosis. The cerebral vessels showed a mild diffuse congestion; otherwise, 
normal grossly. The brain appeared normal grossly except for the above 
mentioned leptomeningitis. Brain weighed 1335 grams. 

In addition to this there was found to be an acute gastritis, acute enteritis, 
pulmonary congestion and oedema, and chronic pyelitis, right. The histological 
study of the brain was unsatisfactory as the autopsy took place between 36 
and 48 hours after death. 

It was the impression of the pathologist that death might have resulted 
from submersion in water but on the whole it was difficult to account for 
the death of both of these patients as they were both fully dressed and they 
were both found on the bank of the pond. The most likely theory was that 
the other patient, with whom our patient went out walking, waded into the 
pond to cool off and suddenly had an epileptic seizure, and our patient went 
in to get him. After he had brought him to the bank of the pond both of 
them died from exhaustion. 


DISCUSSION. 

In the first case we have obviously a neurotic unstable individual, 
whose attacks had many features seen in hysteria, such as com- 
pulsive ideas, the complete dissociation, the tendency to disrobe 
himself, the fugue-like behavior following his mother’s death. All 
the attacks came in connection with some definite emotional prob- 
lems, but these were more or less chronic in the patient’s case and 
it was difficult to interpret the various psychotic episodes as psy- 
chogenic in origin. The marked confusion, the only partial loss of 
memory, the loss of orientation in all spheres, the inability to recog- 
nize his nearest relatives, strongly suggests a delirious rather than 
a purely emotional episode. If the reaction were hysterical both the 
amnesia and the dissociation would be complete, which was not so 
in this case. At the same time the psychosis itself showed very 
little indication of any specific trends which could throw any light 
on the problems of the patient. The productions were more char- 
acteristic of a delirium than a hysterical state. 
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In the second case we have a boy of 22, in excellent physical 
health, who had no difficulty under the strenuous régime of the 
navy. For six months after his discharge from the navy there was 
a gradual reduction of interest with an onset of episodes of disso- 
ciation, with confusion, queer utterances, hallucinations and amnesia 
afterwards. At first there was a suspicion that these were con- 
nected with alcoholism, but these attacks also came on in the hos- 
pital where the patient had no alcohol for several months. The 
mysterious death also raises the question as to whether the drown- 
ing, or whatever caused death did not take place in one of the 
confused episodes. 

In spite of the fact that the psychoses occurred in somewhat emo- 
tionally immature and perhaps unstable individuals, | find it diff- 
cult to understand them on a purely emotional basis. The loss 
of orientation, the confusion and the amnesia are not the usual 
symptoms which one finds in the schizophrenia and manic-depres- 
sive psychosis. On the other hand, the clinical picture is not char- 
acteristic of any of the various “ organic” reaction types. True 
enough, there is some resemblance to a post-traumatic psychosis, 
but in my cases there is no evidence of serious cerebral injury 
and the episodic occurrence is difficult to explain on this basis. 
In spite of the fact that one is confronted with the history of 
“spells” we have no evidence that these patients ever had con- 
vulsions or epileptic seizures of any kind. 

I realize fully that psychiatric literature is full of unsupport- 
able “ entities ” and Kleist’s concept of episodic confusions may be 
one of them. On the other hand, clinical observation shows that 
there are certain cases such as those described by Kleist and others, 
which do not fit into the usual clinical entities, and it is just as 
harmful for the progress of psychiatry to combine heterogeneous 
cases for the sake of nosological simplicity as it is to establish ques- 
tionable new groups. The very fact that the physicians who ex- 


amined these two cases showed great divergence in diagnosis, such 
as epileptic psychosis, epilepsy, paranoid condition, and alcoholic 
psychosis and psycho-neurosis, emphasizes the difficulty of ex- 
plaining these cases on the usual basis. For this reason it seemed 
worthwhile to call attention to Kleist’s syndrome, even though one 
may not agree with him as to the etiology. 
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SUMMARY. 


1. Transitory, recurrent psychotic episodes characterized by emo- 
tional turmoil, various kinetic phenomena, and dissociation with 
confusion and hallucinations, followed by complete recovery and 
amnesia, have been well recognized and described by clinicians in 
the 19th century. 

2. In 1923 Kleist again called attention to this group of cases 
which he called episodic confusions. He stressed the constitutional 
background of his cases and emphasized a certain kinship to epi- 
lepsy and migraine on this basis. 

3. Two cases which seem to fit into this category, and illustrate 
the difficulty of fitting them into the usual nosological groups, are 
here presented. 
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DISCUSSION. 
Dr. PAuL ScHILDER (New York, N. Y.).—I think we must be very grate- 


ful to Dr. Kasanin that he has drawn our attention to a syndrome which is of 
great practical and theoretical interest. If one works in a large admission 
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service, one sees certainly a great number of cases which do not fit into the 
usual classifications. Maybe we should not consider these cases merely from 
the point of view of whether they constitute a specific entity but we should try 
to come toa deeper understanding of what these cases actually are. We see, for 
instance, in Negroes very often reactions which are very similar to the re- 
actions described by Dr. Kasanin, in which there are hallucinations, deep 
clouding of the consciousness, and these states last for about a week or ten 
days, or fifteen days, and clear up completely. Sometimes after years the 
patients come back with a very similar picture. 

According to my opinion, these are psychogenic reactions, in individuals 
who are perhaps constitutionally a little different from the average. After all, 
the psychogenic reaction is not merely a reaction which is dependent on the 
present situation but upon the whole constitution of the individual and the 
childhood experiences. Therefore, I do think that there are individuals who re- 
act to a psychogenic trauma or to a traumatic situation with a comparatively 
deep-going confusion, and I do think that many of the cases described as epi- 
sodic confusion belong in this cate gory. 

Another type of case is that which one sees among prisoners. There are some 
prisoners in whom doubtless the psychogenic reaction goes comparatively deep. 
Something is going on in which deeper layers of the organism participate. I 
do think we should also in these cases consider them chiefly as psychogenic 
cases. 

It is very interesting that cases of this type very often do not react only to 
psychogenic traumas in this way but they react also to slight intoxications ina 
very similar way. There are cases (and it is interesting that in one of Dr. 
Kasanin’s cases, alcohol plays an important part) in which a slight intoxica- 
tion with alcohol provokes states of deep confusion with aggressiveness, and 
cases of this type have in the symptomatology a great similarity to the cases 
described by Dr. Kasanin. I do think that toxic states may provoke very simi- 
lar confusion on a constitutional basis. Although I think that the observations 
of Dr. Kasanin are very valuable, I do not think that we have the right to talk 
about a disease entity of episodic confusion. 


Dr. JaAcop KAsSANIN (Chicago, Ill.).—I am very grateful to Dr. Schilder 
for discussing this paper and calling attention to the possible etiological fac- 
tors in these cases, at least the partially possible theory that either strong 
emotional factors or a mild toxic factor may produce such conditions. Whether 
they are or not theoretical entities is comparatively unimportant. 

I purposely avoided giving any theory or mechanism of my own to explain 
the dynamics of these cases because I feel it would be purely theoretical. The 
second theory which Dr. Schilder has advanced, the possibility of the mild 
toxic factor is the one which appeals to me first. I still cling to the possibility 
that a mild toxic process may be liberated by very strong emotional factors. 
All this is in a purely hypothetical realm, but in view of the emotional con- 
ditions closely associated with the conditions of the hypothalamus, one might 
possibly postulate that this in itself affects the other cells which are connected 
with the phenomenon of consciousness. 


CLINICAL STUDIES IN POST-LUMBAR PUNCTURE 
HEADACHES.* 


By THOS. J. HELDT, M.D., ann LESTON S. WHITEHEAD, M.D.7 


One of the most distressing and certainly the most frequent of 
the sequelz of lumbar puncture is the post-puncture headache. It 
rarely begins until the day after the puncture. It may start, how- 
ever, directly after the procedure, or come on as long as three days 
later. The patient feels a diffuse, throbbing, bilateral pain, rather 
severe over the upper brow and perhaps somewhat less severe in 
the back of the head. Occasionally it is worse in the occipital region. 
The pain may be accompanied by nausea, violent vomiting, giddi- 
ness, mental confusion, and faintness. The symptoms are increased 
by assuming the upright position, or by indulging in active exer- 
cise, and usually are promptly relieved by lying down. This condi- 
tion lasts for from five to six days to two or three weeks. Most 
drugs fail to give the patient sufficient relief to enable him to carry 
on his affairs, or even to be up and about. The incidence of this com- 
plication of lumbar puncture as surveyed in the literature is quoted 
as from Io per cent to as high a figure as 50 per cent. In a survey 
of 1044 carefully observed cases in which the usual lumbar punc- 
ture technique was used, conducted at our own clinic, 240, or 22.9 
per cent, developed post-lumbar puncture reactions. 

It is apparent that in those suffering post-lumbar puncture reac- 
tions, there is a gradation possible, according to severity of symp- 
toms and duration of incapacity. The milder cases complain of 
some soreness in the back at the site of puncture and headache 
when in the upright position, lasting for one or two days. Those 
more seriously affected note not only headache, but also pulling 
sensations in the eyeballs, photophobia, and dizziness. The most 
severe reactions, in addition to the above symptoms, are accom- 
panied by vertigo, violent nausea, and intense and uncontrollable 


* Read at the ninety-second annual meeting of The American Psychiatric 
Association, St. Louis, Mo., May 4-8, 1936. 

+ From the Division of Neuropsychiatry, Henry Ford Hospital, Detroit, 
Mich. 
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cephalagia on the slightest raising of the head. There may be pains 
between the scapule radiating around the thoracic cage and sugges- 
tive of a cervical and thoracic radiculitis. We have noted that the 
headache in these severe cases is usually frontal in type at the 
onset—gradually becoming more generalized and often leaving as 
its residual, pains, and stiffness in the occipital and cervical regions 
for as long as three weeks. In addition to these physical symptoms, 
there is almost invariably a definite psychic reaction. Most of these 
patients are extremely frightened and apprehensive. Should there 
be the necessity for another lumbar puncture at a later date, those 
who have had a post-puncture reaction are protesting and unwilling 
candidates. 

Various theories as to the causation of this reaction have been 
advanced. Marie * and Gennerich ? felt that the puncture hole itself 
was in some way related to the resultant pain. Dana * mentioned 
the removal of what he termed “ the water pad of the brain,” caus- 
ing an irritation of the dural fibers of the fifth and occipital nerves, 
because of these fibers resting unprotected on the bone. He also 
postulated inhibition of the activity of the choroid gland or block- 
ing of the normal flow of cerebrospinal fluid because of lumbar 
puncture. Greene * ingeniously suspended spinal cords with the 
dura filled with water and studied the fluid loss due to puncture. 
Baruch ° found that after injection of indigo carmine solution into 
the subarachnoid space, if the puncture needle were held in situ, 
there was no appearance of the dye in the urine in 63 minutes. 
On withdrawal of the needle, the dye appeared in the urine in eight 
minutes, presumably because of leakage into the epidural space 
and subsequent absorption. MacRobert ® has emphasized that the 
mechanical factor, namely, the removal of the spinal cushion from 
the pontine area of the brain and the resultant pressure upon the 
basilar plexus of veins was important. Alpers? felt that a marked 
change in pressure relations, that is, a comparatively large fall in 
spinal fluid pressure consequent to lumbar puncture, was often 
associated with the post-puncture reaction, and was a predisposing 
factor. He stated that leakage was probably the factor in maintain- 
ing the headache. Ayer * noted low spinal fluid pressure in those 
with post-lumbar puncture headaches. 


Heldt and Moloney ® in 1927 demonstrated another factor which 
may play an important part in the seepage of spinal fluid follow- 
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ing puncture of the dura. Their work on the negative pressure in 
the epidural space has shown that in addition to a positive factor 
subdurally there is also a negative factor epidurally. Sheppe *° 
confirmed the presence of a negative epidural pressure in certain 
individuals. By allowing an inflow of air through the needle while 
the point was resting in the epidural space, he has reduced the inci- 
dence of his post-puncture reactions from Io per cent to 3 per 
cent. 

Heldt ** in 1928 reported to the Section of Nervous and Mental 
Diseases of the American Medical Association the furthering of 
his work by the following method: He injected phenolsulphoneph- 
thalein into the epidural space and studied the absorption rates. 
He found that epidural absorption was just as rapid as intravenous 
absorption. He also brought forward a measure which he hoped 
would be of use in the prevention of post-lumbar puncture head- 
ache, presenting 15 cases in which a small piece of anhydrated 
sterile catgut * was inserted into the puncture hole. The catgut, 
because of its hygroscopic quality, rapidly swelled, sealing the hole 
in the dura. It is with this method that these statistics now pre- 
sented are concerned. Marque Nelson ** published a report of a 
similar method in 1930—the technique varying but the purpose 
being the same. 

Prior to our interest in this method of preventing the post- 
puncture headache, other means had been tried in this clinic. In 


tridie 


1924, studies + were made using the Hoyt needle. Seventy-three 
carefully observed and recorded Hoyt punctures were carried out. 
The results were not encouraging. Of this group of 73, 15 devel- 
oped post-puncture symptoms, nine of them being incapacitated 
for three days or longer. The sequela were quite typical of the 
usual reaction—headache, nausea, and vomiting. 

In 1928, two patients, in whom severe reactions were present, 
were injected epidurally, one with 15 cc. of sterile distilled water, 
the other with 20 cc. of normal saline solution. One of these pa- 
tients was relieved almost immediately and permanently ; the other 
had some relief but there was a return of the symptoms, though to 


* Supplied through the courtesy of Davis & Geck, Inc., Brooklyn, N. Y. 
+ These studies were made by Dr. Leo H. Bartemeier, formerly a member 
of our neuropsychiatric staff. 
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a lesser degree. It is probable that the obliteration of the negative 
pressure in the epidural space and the consequent decrease in spinal 
fluid seepage caused improvement in the symptoms. 

The special equipment necessary in the catgut puncture is simple 
and easily used. It was devised by Moloney.® The needle is 19 
gauge with Pitkin point. Additional apparatus includes a U-tubed 
mercury manometer * (if negative pressure readings are to be 
recorded), a smalt adapter, a specially marked stylet, a steady- 
ing mechanism to give increased stability for withdrawal of the 
needle, and the anhydrated sterile catgut sealed in sterile glass 
ampoules. 

In performing the puncture, the needle is entered as far as the 
ligamentum flavum, the stylet withdrawn, and the manometer at- 
tached. The needle is very slowly advanced, and a negative pres- 
sure can usually be demonstrated. This indicates that the tip of 
the needle is in the epidural space. At this point a very slight 
thrust of the needle suffices to puncture the dura and the pres- 
sure rapidly rises. After the usual pressure studies and collection 
of the requisite amount of cerebrospinal fluid, the small adapter is 
put into the hub of the needle, the catgut quickly inserted, and 
pushed with the special stylet until the mark on the latter is just 
at the adapter. At this point the catgut is situated half within and 
half without the point of the needle. The withdrawal apparatus is 
then put into position and the needle pulled firmly backward until 
the stylet has completely entered; then the needle is quickly with- 
drawn. Thus, there remains, plugging the small dural hole, a rap- 
idly swelling piece of sterile catgut. The patient remains inactive 
for ten minutes and then is allowed up and about with no special 
orders. 

Our studies in comparison concern a series of 220 patients, di- 
vided into two groups, each division consisting of 110 patients. 
These cases were unselected. In each group there are approxi- 
mately the same number of psychoneurotic and syphilitic patients, 
because in the former any pain tends to be exaggerated, and in the 
latter, post-puncture reactions are not met with quite so frequently 
as in other patients. In one group, the usual lumbar puncture 


* Needle and specially constructed manometer by Becton, Dickinson & Co., 
Rutherford, N. J. 
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technique was used; in the other, the sterile anhydrated catgut was 
inserted into the punctured dura as described above. 

In the first group, that is, without catgut, the ages ranged from 
14 to 76 years, with the average 38 years. In this series, there were 
63 males and 47 females. The second group, in which catgut was 
used, was comprised of 67 males and 43 females, ages varying from 
15 to 74, with the average age of 37 years. 

In the first series, in whom the usual lumbar puncture technique 
was used, 58 of the 110 individuals complained of some pain or 
discomfort following the procedure. Twenty of these had symp- 
toms, for less than 12 hours, leaving 39, or 35 per cent, who had 
definite post-lumbar puncture symptoms lasting for more than 12 
hours. The average duration of the reaction was 89 hours. Com- 
plaints in order of frequency were headache (39), backache (32), 
nausea (6), and pain in the neck (4). 

In the series in which the special catgut technique was used, a 
total of 82 of the 110 individuals had complaints following th. 
lumbar puncture. Of this number 23 suffered discomfort for les 
than 12 hours, leaving 59, or 54 per cent, who had complaints last- 
ing more than 12 hours. The average duration of symptoms was 
45 hours. Complaints in order of frequency were backache (52), 
headache (50), aching in the legs (41), and stiffness of the neck 
(5). The reaction in the second group was quite different in 
character from the usual post-lumbar puncture difficulty. The most 
frequent symptom-complex was as follows: a dull headache, ach- 
ing in the lower back and thighs, and slight stiffness of the neck, 
all relieved to a certain extent by being in the upright position a’ 
by activity. Severity of discomfort was much less than in the »- 
tomary post-lumbar puncture reaction. This symptomatology pre- 
sents an interesting contrast to the usual post-lumbar puncture syn- 
drome. It should be emphasized that these patients are not incapaci- 
tated, and that they are able to be up and about continuously follow- 
ing the puncture. 

Another interesting, though not completely explained phenome- 


non in our second group was a slight temperature rise occurring 
usually 24 hours after the puncture and lasting for two or three 
hours. Fifty-five of the catgut puncture patients showed an ele- 
vation of temperature of over one degree, as contrasted to only 
five of the first group. We have felt that the whole post-puncture 
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syndrome, when the catgut was used, was due to a mild meningeal 
irritation, caused possibly by the influence of the foreign body in- 
troduced, namely, catgut, and that these reactions in the second 
series were more aptly termed “catgut reactions” than “ post- 
lumbar puncture reactions.” 


SUMMARY OF RESULTS. 


Series one Series two 
(without catgut). (with catgut). 
Total number of patients.......... 110 110 
M F M F 
63 47 67 43 
No. having post-L. P. symptoms 
for more than 12 hrs............ 39 (35%) 59 (54%) 
Average duration of symptoms.... 89 hrs. 45 hrs. 


CONCLUSIONS. 

1. The insertion of catgut following lumbar puncture offers a 
means for preventing true post-lumbar puncture reactions. 

2. Subsequent to the described procedure, there is frequently a 
type of reaction less in duration and severity, less incapacitating and 
showing a different symptomatology but affecting more patients 
than the usual post-puncture syndrome. 

3. This reaction is more correctly termed “ catgut reaction ” than 
“ post-lumbar puncture reaction.” 

1.4. The use of this special technique allows the patient to be 
se. 2ly up and about following puncture. 
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DISCUSSION. 


Dr. Witt1am E. Asu (Council Bluffs, Iowa).—Drs. Heldt and White- 
head have studied a sufficiently large number of cases to make their conclu- 
sions a valuable contribution. Many methods to alleviate post-lumbar head- 
ache have been advanced with variable results, each method generally entail- 
ing preliminary procedures that inconvenience the patient and are time con- 
suming. It is evident that the technique they have developed is the one of 
choice to be used in minimizing the distress and discomfort associated with 
lumbar puncture. 

In modern clinical methods, a study of the spinal fluid has gradually ac- 
quired an importance especially in neurologic and dermatologic clinics. Many 
ambulatory patients are seen and the economic value of non-incapacitating 
procedures is a problem to consider. For all practical purposes, cisternal 
puncture is rapidly becoming the method of choice for obtaining spinal fluid 
for diagnostic tests and clinical investigations. The facility of performance, 
the apparent safety and the striking absence of untoward reactions have co- 
operated to make the operation a routine procedure. The patient does not 
suffer, he can frequently return to work at once and does not dread a repeti- 
tion. The slight discrepancies which may occur in the examination of sub- 
occipital and lumbar fluid are exceptional. Physicians who have mastered 
the technique can safely perform the operation in the consulting room. The 
syphilologist often discovers cases in which an examination of the fluid has 
been neglected because the patient feared the after-effects of a lumbar punc- 
ture. The therapeutic indications, as the giving of serum, have many advan- 
tages, and it is considered the method of choice in reducing the mortality, com- 
plications and duration of meningitis. 
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The contra-indications to its application are few. The classic one here, as 
in lumbar puncture, is increased intracranial pressure, in which the brain stem 
is forced down into the foramen magnum, partially obliterating the cistern. 
This condition would be indicated by the presence of a choked disc revealed 
by an ophthalmoscopic examination. At both extremes of life, due to the 
tortuosity of the blood vessels and the possibility of hemorrhage, this procedure 
is not advisable. 

The distinct advantage to the patient, after cisternal puncture, should lead 
the clinician to prefer this method to lumbar puncture, provided the technical 
principles are rigidly followed. 


Dr. Davin RotuHscHILp (Foxborough, Mass.).—Dr. Heldt’s remarks that 
he had some neurosyphilitics in the group of cases prompts me to ask whether 
he noticed any difference in their reaction to this catgut procedure. It is well 
known, as he mentioned, that neurosyphilitics show fewer lumbar puncture 
reactions. According to our experience at Foxborough, the difference is very 
marked, so that figures which do not take into account the proportion of 
neurosyphilitic patients might be misleading. I would like to know whether 
the neurosyphilitic group reacts in the same way to the catgut procedure as 
the non-syphilitic patients. 


Dr. Tuos. J. Hetpt (Detroit, Mich.).—I should like to add just a few 
words to what Dr. Whitehead has said. 

On a general impressionistic basis, I have felt that the physical type of the 
individual undergoing the lumbar puncture may be a factor sometimes. The 
pyknic type and the obese types generally seem to me to be somewhat less prone 
to experience a post-puncture headache. We have made no anthropometric 
measurements of these types, but are merely calling your attention to a 
probability. 

Post-lumbar puncture headache in itself is annoying and often of in- 
capacitating degree. It was my privilege recently to carry out a lumbar 
puncture upon a doctor after the manner of the usual technic. The doctor is of 
asthenic habitus. Having himself carried out lumbar punctures for a number 
of years, he was rightly moderately concerned about himself. Lumbar punc- 
ture was made at 10:15 Saturday night. Of his own accord, the patient de- 
cided to stay in bed all day Sunday. About 8 o'clock Sunday evening, say 
twenty-two hours after the puncture, he tried getting up. He promptly ex- 
perienced a discomfort in his occiput. This he described as an “ oppressive 
pressure,—a sort of depressive sense of pressure, that is, not an expanding 
type of pressure.” He returned to bed. The next morning he arose and sought 
to go about his duties. There was a prompt return of the pain in the occiput,— 
precisely he judged in the area of the atlanto-occipital junction. His discom- 
fort immediately disappeared on lying down. He remained in bed all day 
Monday. Monday night he again tried the erect position but the pain at once 
recurred. So he stayed in bed until Tuesday. His attempt at arising Tuesday 
was graphically characterized by his declaration: ‘“ Wham, I had that pain 
right back there again.” It at once disappeared on assuming the reclining 
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position. Throughout that entire day any attempt at arising caused a return 
of the occipital discomfort and now a definite pain extended forward to the 
superciliary ridges. Wednesday the reactions were similar, but a little more 
severe than Tuesday. Thursday the pains and discomfort seemed just a little 
less but necessitated bed rest. Friday the pains were definitely receding and 
he could sit up, but moved about very little. Saturday he went to his office 
and got on moderately well. Sunday he spent a quiet day with only an 
occasional reminder of his former distress. Monday, eight days after the 
puncture, he was back at work without discomfort. The experience here re- 
counted, we refer to as a moderate post-lumbar puncture reaction. 

I believe the method outlined by Dr. Whitehead and as we have used it, 
facilitates lumbar puncture on ambulatory patients. Many men, and women 
too, for one reason or another, wish to have the assurances resident in a 
puncture, but do not want to make it a conspicuous session with the doctor. 
In such instances, the method works out nicely in most cases. 


Dr. Howarp R. Masters (Richmond, Va.).—I may belong to the old 
school, but I have always kept my patients in bed twelve to twenty-four hours 
after lumbar puncture. To combat the headaches I adopted a method of turn- 
ing the patient over on his abdomen with two pillows beneath him, placing 
him in a modified knee-chest position, usually elevating the foot of the bed, 
and having him remain there until the next morning. Within an hour or two 
the pillows can be removed. This procedure has reduced the instance of 
lumbar puncture headache very much. 

I think it is also necessary to examine the needle used. The needles some- 
times get a little jagged point on the rim, or the bevel, and not infrequently 
pull out a little piece of dura which acts as a wick and causes drainage. This 
can be easily tested out with a sterile sponge. A needle of small size, around 
19 or 20 gauge, is the most suitable. 


Dr. Leston S. WHITEHEAD (Detroit, Mich.).—It is true that the intro- 
duction of a foreign body into the subarachnoid space does provide a possible 
means for carrying infection. We personally have never had any infections 


in our series, but it is certainly to be considered. By the cisternal puncture 
the post-puncture reaction is avoided. One difficulty we have found with 
women patients particularly is that they object very strongly to being shaved 
as high in the neck as is necessary for cisternal puncture. 

About our neuro-syphilitic patients, we had sixteen in each series, and in 
our catgut series we noticed no significant difference in symptomatology. They 
were just as prone to the mild symptoms as the other patients. 


— 


PSYCHIATRIC ASPECTS OF MEDICAL 
PROBLEMS. 


THE PSYCHIC COMPONENT OF THE DISEASE 
PROCESS (INCLUDING CONVALESCENCE), 
IN CARDIAC, DIABETIC, AND 
FRACTURE PATIENTS.* 
By H. FLANDERS DUNBAR, M.D., Pu. D., Men. Sc. D., THEODORE 
P. WOLFE, M.D., Mep. Sc. D., anp JANET McK. RIOCH, M.D. 


I. THE PROBLEM. 


With our advance into the 20th century, psychiatry has emerged 
more and more from seciusion behind mental hospital walls into the 
broad daylight of scientific medicine as it functions today in our gen- 
eral hospitals. Impressed by the fact that certain procedures applied 
to the patient’s emotional life may produce changes in an organic 
disease process such as used to be called miraculous, psychiatrists 
are broadening the scope of their interest to include the whole range 
of organic disease. At first there was a tendency to seek for spe- 
cific complexes or emotional traumata to explain specific organic 
disease processes, but gradually we are coming to realize that the 
problem is much more complex than this. Significant, even de- 
terminative, in each disease process is the factor of the total per- 
sonality, its reaction patterns, its capacity to make adjustments. 
Recent trends in medicine and research are calling attention anew 
to the nature of this whole: whether we call it organismal, psycho- 
biological, psychosomatic or something else, we must study it in 
dynamic terms and in its psychic and somatic aspects simultaneously. 

In his Salmon Lectures for 1935, Dr. White stated that although 
the history of psychiatry “takes us back to the earliest records, 
nevertheless all the important things in psychiatry, as we know it 


* From the Departments of Medicine and Psychiatry, Columbia University 
Medical Center. This investigation has been aided by a grant from the Josiah 
Macy, Jr., Foundation. 

Read at the ninety-second annual meeting of The American Psychiatric 
Association, St. Louis, Mo., May 4-8, 1936. 
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today, have either happened or culminated during the past half 
century.”? He mentions two great movements of profound sig- 
nificance for the development of psychiatry which arose at the 
turn of the century, that is, the psychoanalytic movement and the 
mental hygiene movement. I should like to list as a third great 
movement, in large part made possible by these two, this move- 
ment in the direction of psychosomatic study of disease. Dr. Sal- 
mon himself prepared the way for such study at Presbyterian Hos- 
pital and Dr. Kirby spoke of this phase of the development of 
psychiatry in his presidential address before this Association two 
years ago. In the meantime there has been increasing awareness 
on the part of medicine that it must have this contribution from 
psychiatry if it is to meet some of the most serious problems con- 
fronting it today in the prevention and control of disease. 

Methodology.—There is little need to stress the fact that, in spite 
of our interest (and in spite of the increasingly dynamic emphasis 
throughout all of medicine and in research),? we have little con- 
crete knowledge of the mechanisms relating emotions and bodily 
changes and are handicapped by the fact that research methods in 
this field are little developed. We can add to our knowledge only 
gradually by dynamic studies painstakingly carried out over a num- 
ber of years. 

This paper is a preliminary report of an attempt in this direction 
which has been carried on over a period of some seven years * 
against the background of a review of research in the psycho- 
somatic field during the last two decades.*, We undertook to col- 
lect data relevant to series of changes in patients such as can be 


1 White, William A.: 20th century psychiatry, p. 11. New York, Norton, 
1936. 

2 Cf. Dunbar, H. Flanders: Emotions and bodily changes. A survey of 
literature on psychosomatic interrelationships, 1910-1933, 595 pp. Columbia 
Univ. Press, 1935. 

3 For the last four years with the support of the Josiah Macy, Jr., Founda- 
tion; Dr. Wolfe having previously carried on independent investigation in 
this field became associated with this project a little more than three years 
ago, and Dr. Rioch has assisted in it during the past year. A little more 
than a year ago, Dr. Daniels (whose paper is the fourth in this panel) under- 
took to study independently a parallel series of diabetic patients (alternate 
admissions), and Dr. Thomas (whose paper is the third in this panel) has 
worked during the past year with patients with definitely established arthritis. 
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recorded in terms of physiology on the one hand, and psycho- 
dynamics on the other. 

This study belongs to the category of comparative analytic * 
studies, the choice of methodology being determined by the nature of 
the problem and by our available techniques. It is hoped that, from 
such clinical study carried out over a sufficient period of time, we 
may obtain an orientation in the psychosomatic field such as to 
make possible well chosen supplementary studies of a more nearly 
experimental nature. Experimental studies, however, conducted 
without rationale and with inadequate background in the study of 
the total personality can help us little towards the solution of a 
problem which involves so high a number of interrelated variables 
as does this one. 

Material—Such patients in the age group 15-55 with cardio- 
vascular disease, diabetes or fractures (exclusive of fractures of the 
skull), as were admitted to the medical and surgical wards of 
Presbyterian Hospital, were chosen as material for the following 
reasons: 

First, in the interest of perspective, there seems to be a real advantage in 
routine study of total admission groups rather than of special cases that are 


referred because an important emotional element has impressed the internist 
or surgeon. 

Second, by way of eliminating some obvious variables, this study was lim- 
ited to patients in the four decades 15-55. (Such a study of patients under 
15 is, of course, of supreme importance but demands somewhat different 
techniques ; whereas with patients over 55 the picture becomes confused or at 
least complicated by senescence, and the number of patients in whom the 
malignant process, once reversible, has become essentially irreversible, in- 
creases rapidly.) 

Third, from the point of view of contrast the three groups of patients 
selected seem particularly suitable, an actual control group in the strict sense 
of the word, being, of course, practically out of the question. (Incidentally, 
the general medical man inclines to regard fracture patients as the most 
“nearly normal” of any group of patients in the hospital, that is, except 
where compensation is a factor and there he becomes puzzled about a syn- 
drome which he has semi-humorously labeled “ compensitis.” ) 

Fourth, these groups present contrasts not only with one another but also 
with the groups in which, what Alexander has called the vector factor 5 is 


4 Cf. Alexander, Franz: Evaluation of statistical and analytical methods in 
psychiatry and psychology. Am. J. Orthopsychiat., 4: 433-448, 1934. 

5 Cf. Alexander Franz: The logic of emotions and its dynamic background. 
Int. J. Psychoanalysis, 16: 399-413, 1935. 
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more prominent, such, for example, as groups with gastro-intestinal or 
genito-urinary disturbances, where the physiological function is clearcut and 
lends itself readily to the expression of dynamic tendencies in such categories 
as incorporation, elimination and retention 

Fifth, from a psychosomatic point of view there is probably no more 
fundamental determinant of the organism’s equilibrium together with its 
capacity to make adjustments (that is to maintain homeostasis) than anxiety, 
and in the diabetic and cardiovascular groups anxiety is a prominent factor. 
In their somatic and psychic conditioning and expression of the anxiety these 
two groups appear to present a contrast with the fracture group. Subjec- 
tively, that is from the patient’s point of view, there is a significant contrast 
in that in the diabetic and cardiovascular group the danger as well as the 
handicap is more diffuse and threatens from within, whereas in the fracture 
group the danger as well as the damage produced is concrete and seems to 
have come from the outside.® 

Sixth, practically it is advantageous that for diabetic and cardiac patients 
we have some of the most satisfactory objective measures yet available as 
part of hospital routine, 7. ¢., blood chemistry, pulse and blood pressure curves, 
electro-cardiograms (and frequently sedimentation time and basal metabolic 


rate) which facilitate comparison and contrast on the physiological side. 
Moreover in relation to the theory and mechanisms of psychosomatic inter- 
change, these two disease processes are of interest for the prominence in them 
of “ autonomic functions,” and especially because changes in the fluid medium 
of the cells, standing in close relation to metabolism and circulation, repre- 
sent the organism’s conditioning by its inner environment at a point where 
a dualistic concept of psychic and somatic is difficult. 

From the point of view of public health, inasmuch as cardio- 
vascular disease now ranks as the leading cause of death in the 
United States, and our accident rate has risen rapidly to a high 
place in the list, further data concerning these maladies is par- 
ticularly in order. The problem is of course that of reducing not 
only fatalities but also the chronic invalidism which is such a lia- 
bility in these two types of injury. 

Scope of This Report.—From our routine study involving on the 
one hand collection of data relative to the disease process as it can 
be studied psychically and somatically, and on the other therapeutic 
intervention, we have reached tentative conclusions concerning 
these disease processes, especially the hazards of convalescence. 
This material relates to the role of the personality factor in (1) 


6 Thus affording among other things additional observations relative to 
the problem sketched by Kardiner. (Kardiner, A.: The bio-analysis of the 
epileptic reaction. The Psychoanalytic Quart., 1: 375-483, 1932.) 


19360 | H. F. DUNBAR, T. P. WOLFE AND J. McK. RIOCH 653 


etiology of illness, (2) severity of illness including the response to 
treatment, and as (3) itself altered by the organic changes taking 
place. Studied from a different point of view it provides the basis 
on which to answer the practical question as to the usefulness of 
psychotherapy in the handling of the disease at the stage at which 
the patient has come to the hospital. 

The evidence on which our conclusions are based could be given 
only by including detailed histories and records of some 700 
patients.’ This being out of the question in the space of this report, 
comments will be made on the total material as organized from 
three points of view: A statistical analysis of the ward material 
relative to the psychic component in the illness; a descriptive sur- 
vey of the psychosomatic picture presented by these groups of 
patients, including early history, factors involved in the onset of 
illness, fluctuations during the hospital course and convalescence ; 
and the psychodynamics of the disease processes under considera- 
tion. Even in this way it is possible to give only a sketch of the 
material, omitting most of our case records, some of which, how- 


ever, are published elsewhere.* 


II. STATISTICAL ANALYSIS. 


We have statistics concerning the percentage of persons in any 
community who, sooner or later, will become inmates of mental 
hospitals. We have no statistics concerning the percentage of per- 
sons in any community who will be handicapped in their recovery 
from organic illness or made inmates of institutions for the care 
of the chronically ill, because of the psychic, not primarily the 
somatic, factor in their disorder. Information on this point is 
exigent, especially at this time when problems of health insurance 
and socialized medicine are acutely before us. 


7605 hospital and 27 clinic only, from 1934-1936, 108 studied previously. 
Of the former number 305 were excluded (Cf. Table I) so that the total 
number of “ psychosomatic ”’ case studies is 435. 

8 Cf. Dunbar, H. Flanders: Physical mental relationships in illness, Am. J. 
Psychiat., 91: 541-562, 1034; Problems of convalescence and chronic illness, 
Am. J. Psychiat., 92: 1095-1108, 1936. Wolfe, Theodore P.: Dynamic aspects 
of cardiovascular symptomatology, Am. J. Psychiat., 91 : 563-574, 1034. 

Dr. Wolfe’s paper in today’s panel (Emotions and organic heart disease, 
Am. J. Psychiat., 93 : 681-691, 1936) is devoted to a more detailed discussion 
of one of our case histories. 
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Such information however, will scarcely become available until 
we are able to be more specific concerning psychic factors in gen- 
eral medical practice. Percentages of their incidence are given 
variously but on the basis of clinical impressions rather than 
careful determinations. These figures range roughly from 35 to 
75 per cent.® If anything like this be actual fact it is obvious that 
some understanding of the psychic component in the disease process 
is of critical importance both to the individual and to the com- 
munity, but our knowledge should be more concrete. For example, 
it is generally left unclear as to whether such figures as have been 
offered cover the neurotics who come to general physicians with 
somatic complaints but no organic damage, or those with organic 
damage in whom the emotional factor is an important one, or 
both.?° This is a point of some moment: distinction should be made 
both as to what is included under the heading “ psychiatric prob- 
lems,” and as to the evidence on the basis of which the psychic factor 
was determined to be of significance. General physicians made 
aware of psychic factors, and even psychiatrists, in their enthusiasm 
sometimes overlook the fact that traumatic events, or situations 
which endanger health, occur in the lives of every human being as 
part of the eternal struggle between individual and environment. 


® Strecker states: “It is not an overstatement to say that fully 50 per cent 
of the problems of the acute stages of an illness and 75 per cent of the difficul- 
ties of convalescence have their primary origin not in the body, but in the 
mind of the patient.” (Strecker, Edward A.: Mental hygiene. Nelson loose- 
leaf medicine, Vol. VII, Chapter XII.) Ebaugh questioning professors of 
medicine in his survey of psychiatric education in 60 medical schools in the 
United States (Ebaugh, Franklin G.: The crisis in psychiatric education. 
J. A. M. A., 99: 703-707, 1932) concerning frequency of psychiatric problems 
in general medicine, found their answers to give an average of about 35 per 
cent. Moersch (Moersch, Frederick P.: Psychiatry in medicine. Am. J. 
Psychiat., 11 : 831-843, 1932) reported psychogenic factors of varying degree in 
44 per cent of 500 consecutive patients seen at the Mayo Clinic. Assistant Sur- 
geon General Treadway writes: “4 in every 10 persons applying for medical 
advice in public clinics and dispensaries are invalided because of mental 
illness of this type.” (Treadway, Walter L.: The place of mental hygiene in 
a federal health program. Reprint No. 1731 from the Public Health Reports, 
51:8, 181-193, 1936.) 

10 A partial distinction is attempted for example, in the figures given by 
Weiss. (Weiss, Edward: Personality study in the practice of internal medi- 
cine. Annals of Int. Med., 8: 701-709, 1934.) Cf. also Moersch vw. s. 
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The mere discovery of these factors therefore in the past life of a 
patient or immediately preceding the onset of an illness means 
little or nothing. As a matter of fact situations that appear un- 
pleasant to us very often mean something entirely different to 
the patient. Discovery of unpleasant occurrences then, economic 
difficulties and so on throughout the range of human ills, in the 
lives of patients is no indication of *‘ psychogenesis ” or even of 
the need for psychiatric intervention. Jt is the patient’s ability to 
adjust to such situations, especially his patterns of reacting to them, 
the degree of pent-up anxiety, the nature and seriousness of his 
conflicts, that must be evaluated. 

The figures in Tables I and II concerning three admission groups 
in one hospital over two successive years,'* are set down in the light 
of the above. It should be noted first: that a relatively large num- 
ber of patients are listed under the heading, “ Patients in whom the 
psychic factor was inadequately determined,” not because no im- 
portant psychic factors were found in these patients, but because 
in the time at our disposal it was impossible to demonstrate an 
important relationship between these factors and the patient’s 
illness; second: that 95 per cent ** of our patients showed organic 
damage. As already noted, this study rests, not on creation of an 
experimental situation, but on comparative analytic study of dif- 
ferent combinations of variables. Of course it is the observations, 
together with such deeper investigations as have revealed clues to 
causal sequences (not the figures given as an indication of a 
present impression ),'* that we wish to stress. 


11 Whereas intensive psychosomatic study of certain cases was begun about 
seven years ago, this routine survey has been carried out over only 24 months. 

12 The remaining 5 per cent include mainly arrhythmias for which no or- 
ganic basis was found. 

18 It has been said in various ways: “ Experience shows that if we have a 
number of experienced observers and if these independently make a shrewd 
guess as to what the truth is, this is sufficient for scientific purposes.” (Day- 
ton, Neil A.: Research techniques in mental hygiene. Paper delivered at the 
First International Congress on Mental Hygiene, May 8, 1930.) We feel 
that we have gained much in this study by having several physicians work- 
ing independently and in rotation on different wards, thus affording us 
opportunity, at least partially, to exclude further variables such as personality 
factors (of both psychiatrist and general attending staff), variations in train- 
ing and interest, etc. It should be noted, however, that every investigator 
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TABLE I. 


PATIENTS IN THE ToTAL ApMISSION Groups EXCLUDE! 


FROM 
DETAILED INVESTIGATION. 
Patie nts with 
Car lic vascular 
disease Diabetes Fractures 
3 34- ) ) IQ35 
5 36 
out ot ut of tor ou t 1 out ot 
Reason for exclusion. 205 251 16 39 28 36 
1. On the Basis of lilness or 
Defect : 
A. Death shortly after 
admission ........ 50 35 3 2 O O 
B. Other primary compli 
cating somatic disease 109 2 
Peyehesis: 2 2 O 0 O 
D. Low mentality ..... 8 
II. On the Basis of Feasibility 
A. Referral elsewhere for 
chronic or terminal 
21 2 2 2 0 
B. For some reason not to 
be readmitted ...... 5 I 
C. Transferred to the pri- 
vate service, referred 
to local physicians, or 
otherwise impossible 
9 25 8 5 2 8 
D. Language difficulties .. I 8 O O Oo oO 
o6 167 19 18 4 II 
Percentage of the cotal admis- 
sions both years excluded... (55.48) (43.53) (23.44) 


| Nov. 


Total 
005. 


1616) 


31 


= 
SS 
4 
Q 

57 
9 
305 

(50.41) 
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TABLE II. 


Tue Psycuic FACTOR FROM THE POINT OF VIEW OF THE 
THERAPEUTIC PROGRAM. 


Cardiovascular 


disease. Diabetes. Fractures. Total. 
No. of patients. No. Percent. No. Percent. No. Percent. No. 
450 85 64 605 


II. Suitable for detailed 
203. 44.52 48 56.46 49 76.53 300 
In whom the psychic 
factor was 
(a) Inadequately de- 
termined .... 42 20.69 8 16.67 17 34.67 67 
(b) Too much com- 
plicated so- 
matically or 
too deep-lying 
for more than 
palliative 
treatment 


55 27.09 12 25.00 5 10.20 72 
(c) Such as to indi- 
cate psycho- 
therapy ..... 106 «52.22 «58.33 27) 55.12 ‘161 


PRELIMINARY SURVEY OF MATERIAL. 


In the year 1934-1935 there were in our age-group 205 admis- 
sions of patients with cardiovascular disease, 46 admissions of 
patients with diabetes; and there were 28 patients with fractures 
(exclusive of fractures of the skull) who fulfilled the additional 
arbitrary criterion of spending three weeks or more on the wards." 


in our group is analytically trained, and the impressions set down should be 
judged in this light. As Alexander and others have noted, a psychiatrist with 
psychoanalytic experience is able to form judgments about certain patients 
which are of value for our problem, even where possibility of complete psy- 
choanalysis of the patient has been precluded. 

14 This arbitrary criterion for limitation of the fracture group was em- 
ployed because staff time did not permit the inclusion of the whole fracture 
group, and because more material could be gathered in a relatively short 
time from the seriously disabled who were to remain on the ward, than from 
those who were to be referred directly to their own physicians, or from 
those in whom the injury is relatively mild. Nevertheless, next year we plan 
to include a larger group. 


— 
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The corresponding figures for the year 1935-1936 are 251 cardiac, 
39 diabetic.’* and 36 fracture patients. Of these more than half 
of the cardiac, nearly half of the diabetic and nearly a quarter of 
the fracture patients were excluded from detailed study for the 
reasons given in Table I.*° It is noteworthy that if these fig- 
ures are given for the age-group 15-50 the exclusions are markedly 
reduced, especially in the case of patients with cardiovascular dis- 
ease. Of the 55 such patients over 50 admitted in the age-group 
15-55, 39 or 70.9 per cent had to be excluded. In other words, with 
these patients the suitability for psychiatric investigation was 
decreased by more than a third in the age-group 50-55 as com- 
pared to the age-group 15-50, and the suitability for psychotherapy 
was decreased even more. 

All patients, not excluded, are given a psychiatric examination ™ 
(one to six interviews of about an hour each) for the purpose of 


15 Actually 67 but only 39 included here as explained in footnote 3. 

16 These figures, of course, are not directly comparable: the cardiac group 
in contradistinction to the diabetic group includes various disease entities, 
there was an added arbitrary limitation for fracture patients. 

17 In each case studied the superficial survey affords information supple- 
mentary to the medical case history (cf. also pp. 660 ff.), and to the charted 
record of present illness and course, together with basis for review of the 
total therapeutic program. Among the points in the first category of which 
note is made are the following: hereditary and pseudo-hereditary factors 
(including heart disease—or diabetes as the case may be—and nervousness 
in the heredity, and exposure to heart disease—diabetes, fracture—and ner- 
vousness in family or friends); previous medical history including the 
patient’s reactions to his illnesses; specific emotional factors (periods of 
stress and strain in the patient’s life; major spheres of conflict, e. g., family 
early and present, social, vocational, sexual, etc.; preparation for the ill- 
ness) ; Omissions and distortions in the medical history and their evaluation. 
As belonging to the second category, note is made of: anxiety manifest and 
otherwise (dreams) ; major syndromes (for interpretation see pp. 669 ff.) ; 
nature of organization of symptoms; psychiatric diagnosis; patient’s reaction 
to present illness compared with reaction to past illnesses (reaction to the 
physiological changes; attitude toward illness and toward hospital, accep- 
tance of invalidism, will to get well, etc.; effect of illness on the patient’s 
life, “ compensitis,” etc.). Finally, the attempt is made to answer the ques- 
tions: will the patient be benefited or will the therapeutic program be changed 
significantly by psychotherapy ; is the emotional factor important in the devel- 
opment of the illness although not readily subject to treatment now; is the 
emotional factor primarily a reaction to the disease itself? This initial 
impression is checked by deeper investigaticn and where feasible by brief or 
intensive psychotherapy. For further discussion Cf. Part III of this report. 
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obtaining a preliminary impression of the personality and, of the 
nature and importance of the emotional component in the illness. 
Cases in which a definite impression cannot be obtained in this 
time, as well as cases which seem particularly suitable for psycho- 
therapy, are worked with intensively when feasible, that is, daily, 
while they are on the ward and two to four times a week in the 
clinic after discharge, careful simultaneous record being kept of 
changes in physiological function.** After termination of treatment 
they are followed at intervals of six months to a year depending on 
the case.'® Unfortunately, in view of the limitation of staff time, 
intensive investigation and treatment was not possible in all cases 
in which it was indicated. We shall have opportunity to check 
present impressions on the basis of more thorough investigation of 
more cases during the coming year because the Foundation which 
has made this project possible has provided for an increase in staff 
and time. 

On the basis of this routine survey of hospital admissions during 
a two-year period (as indicated in Table I1) we found that: 

First, the emotional factor played an important role in the illness in more 
than a third (38.94 per cent) of the total admissions, and probably in a much 
greater proportion, in view of the many patients excluded from adequate in- 
vestigation because the illness at the time of admission was too far advanced 
(or the situation otherwise too unfavorable) to permit the establishing of this 
fact. 

Second, the emotional factor played a role in more than three-quarters 
(78.67 per cent) of all patients found suitable for psychiatric investigation.2° 

Third, the emotional factor was of therapeutic significance in more than 
two-thirds (68.22 per cent) of the patients of whom an adequate examina- 
tion could be made. 


This general impression of groups of patients, 95 per cent of 
whom showed organic damage, is in general accord with such clini- 


18 Cf, p. 652. The exact time of each psychiatric interview was noted, deter- 
minations being made before and after. 

19 In the interest of early detection of danger signals pointing to relapse 
in patients where the treatment could not be carried to completion (cf. pp. 
677-678) and for the purpose of checking our own results. 

20In the remaining 21.33 per cent this question could not be answered in 
the time at our disposal; included here are those with emotional problems 
the relationship of which to the illness was obscure, as well as those in 
whose illness there appeared to be no important psychic factor. 
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cal judgments concerning this question as have been offered. Al- 
though undoubtedly some of our figures will be altered in the 
course of the next few years, as our experience and the number of 
patients studied increases, we feel that the present figures are 
backed by more definite evidence than can be derived from the 
clinical impression per se. The patients with whom actual work 
was done did improve; in those with whom intensive work was 
done there was a-marked alteration of the disease picture itself. 
Although we can claim to have altered the course of illness funda- 
mentally in only 42 patients,*' it should be noted that this num- 
ber included all but two of those with whom intensive work was 
undertaken. It should be noted further that many of the others, 
with whom intensive work could not be done because of lack of 
time, obtained some relief through the initial investigation whereas 
none was harmed by it. 

The psychic factor seemed to be of particular significance in 
relation to the tendency to relapse and to become chronically ill.* 
Fach of these 42 patients had been hospitalized previously for the 
specific illness in question, from I-13 times (and some patients in 
the general case material had even higher records), totaling be- 
tween them nearly 200 periods of hospitalization. No one of them 
has required hospitalization since the treatment was concluded, that 
is, during periods of 1-6 years (average 3} years), as the case may 
be. Although this observation may not be considered very significant 
until these patients have been followed considerably longer, it is 
none the less noteworthy that 10 of these patients had been hos- 
pitalized from 2-4 times during the year immediately preceding the 
treatment. Work of this sort, costly as it is in the time required on 
the part of the psychiatrist, may be much less expensive in the long 
run than the invalidism which develops without it. 


SOME SOURCES OF ERROR. 


There are sources of error to which attention cannot be called 
too often in all statistics concerning psychic factors in organic ill- 
ness, and particularly in those where an adequate investigation of 


21 Exclusive of those seen in the clinic only. Cf. footnote 7 and Part III. 
22 Cf. Dunbar, H. Flanders: Problems of convalescence and chronic ill- 
ness. Am. J. Psychiat., 92: 1095-1108, 1936. 
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unconscious material is lacking. Comment will be made on some 
of those encountered in this study, both such as were readily elimi- 
nated and such as remain, because they produce distortions not 
only in research findings but particularly in the clinical impression 
obtained by the average well-trained physician, and hence in our 
general handling of disease, tending to prolong convalescence and 
increase chronic illness. 

Certain of them stand out clearly when the pictures of patients, 
as presented first in the medical histories, second in preliminary 
psychiatric studies, and third in subsequent, more intensive (dy- 
namic) studies, are placed side by side. The divergencies are so pro- 
found that the original picture is sometimes completely altered, and 
with it the whole medical therapeutic program, sometimes the medi- 
cal diagnosis itself. These alterations in the medical therapeutic 
program included in their range frequent obviation of surgical 
intervention ** and seemed in some instances to have obviated 
impending fatality.** 

The divergencies in question can be grouped roughly as omis- 
sions and distortions essentially dependent on bias or lack of inter- 
est or training in the physician himself, and omissions and distor- 
tions having their origin primarily in the patient, and requiring 
some skill on the part of the physician to avoid. The following are 
examples. 

Omissions and Distortions Essentially Dependent on the Physi- 
cian.—Attention may be called to certain points which, if borne in 
mind, are usually readily elicited. 

First, the age and cause of death of parents is pretty routinely noted down, 
yet there is rarely indication of the year of death, or the age of the patient 
at the time of the parent’s death, including the patient’s reaction to it, a fact 
which often gives important clues. 


Second, where the patient was born, and whether or not the parents are 
in this country is pretty routinely noted, but almost never whether or not 


23 For example, cf. Wolfe, Theodore P.: Emotions and organic heart dis- 
ease. Am. J. Psychiat., 93: 681-691, 1936. 

24 Familiar as we are with this possibility, the point is of much more 
general and critical importance than is usually recognized so that further 
routine studies would seem to be called for. Cf., for example, Bennett, A. E., 
and Semrad, E. V.: Common errors in diagnosis and treatment of the 
psychoneurotic patient: Study of one hundred case histories. Neb. State 
Med. J., 21: 90-92, 19306. 
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the patient is still in contact with them, whether or not he nursed one or the 
other of them during the terminal illness, and whether or not he was exposed 
to illness in the sense of witnessing dramatic attacks in others. Yet nota- 
tion of close associations with a parent, brother, sister, or friend suffering 
from an illness with dramatic symptomatology, if it occurs during the early 
years (and even under some circumstances, later) is certainly as important as 
the notation of exposure to tuberculosis. 

Third, statistics, even on the hereditary side, are confused by lack of care 
in determining whether it was father, or step-father, mother or step-mother, 
and so forth, to whom the above notations apply. 

Fourth, although civil status is usually noted, changes in civil status may 
not be noted in the interval note on subsequent admissions; and this applies 
often to the year of marriage or of second and subsequent marriages. 

This list could be extended by anyone who gives thought to the 
question and represents a type of omission that is rather simply 
rectified. It may be objected that the medical man is too busy to 
give attention to such details, but aside from the fact that they may 
be of importance in themselves it should be noted that they often 
open the way very obviously and easily to the detection of emo- 
tional tensions. 

The following errors and distortions, on the other hand, result 
essentially from the tendency to read in when attention is directed 
to the patient’s emotional life. It happens not infrequently that if 
a patient appears nervous and excitable on the ward or tends to 
create problems for the nurse, a note appears in the chart: “ This 
patient is reacting liked a spoiled child,” 
spoiled child.” 

A case in point is that of a diabetic patient 29 years old, who had 
a marked tendency to go into shock. Her physician took this atti- 
tude toward her, justifying it partly by the fact that she was an 
only child, and the social worker, possibly impressed or confused 
by his attitude, added to her note the following: 


or “has always been a 


Patient is of Spanish parentage, and has quite an accent although she is 
American born. She particularly dreaded the cold, and as a child was not 
very strong. For this reason she has been coddled a good part of her life. 
The facts, not revealed prior to the psychiatric contact, are the 
following : 


The patient’s life, as long as she could remember, had been lived under the 
shadow of her father’s statement that she (that is, her birth) had driven her 
mother crazy. This mother was cared for in the home until the patient was 
eight years old, at which time the mother attempted to poison her and took 
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poison herself. The patient had run to the nurse and both patient and mother 
had had their stomachs pumped out and recovered. Because of a feeling of 
shame the father still wished to keep the mother in the home and the patient 
began to have convulsions. The doctor then insisted that the mother be sent to 
a mental hospital where she is at present. The patient continued to have con- 
vulsions whenever she went to see her mother, until the doctor forbade 
further visits. The first time the patient saw her mother again (about 12 
years later) was shortly before the discovery of the diabetes. In the mean- 
time, the guardian appointed to take her mother’s place treated her so 
unkindly that she had run away from home and supported herself in night 
clubs, working gradually up through office work and sales jobs until she 
had become a buyer in a hotel gift shop when she was married. She was 
married five years before admission and had continued to work because her 
husband could not earn enough to support both of them. 


This is scarcely the picture of a temperamental Spanish girl 
who had been coddled most of her life.” 

An example of a different type, also of frequent occurrence, is 
the following: When the patient is quiet, obedient and conscien- 
tious about carrying out the physician’s instructions, the deduction 
is sometimes made that the patient “is well-adjusted to his ill- 
ness”; he is spoken of as a model invalid and encouraged to 
think of himself in those terms. As a matter of fact such patients 
are often inadequately adjusted to their illnesses. The physician's 
misimpression comes because the patient is discharging his inner 
conflicts by a sort of somatic short circuit and the symptoms thereby 
created appear to the physician to be part of the unavoidable in 
the disease picture. 


A case in point is that of a cardiac patient, age 35, whose history of ill- 
ness began with chorea at 1o and had continued through 13 hospitalizations 
for cardiac breaks. The medical note refers to this patient as “in view of 
the extent of cardiac damage, amazingly untroubled by her condition, coop- 
erative, free from nervousness and worry.” The superficial psychiatric con- 
tact revealed the fact that this patient had felt useless and inferior all her 
life because she was an orphan, because of her sex, and for other reasons. 
Her reactions had been colored by her relation to an older brother who 
bullied her, whose visits to her still filled her with terror. Incidentally, the 
first onset of illness, chorea at ten, she herself ascribes to a fright he gave 


*5 Incidentally, this attitude on the part of the doctors and nurses recalled 
her very unpleasant early experiences, subjecting her to additional emo- 
tional strain. It is interesting that the striking tendency to go into shock 
several times a day was not controlled by the usual somatic measures, but 
was influenced by relatively superficial psychotherapy. 
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her. She cut herself off from all association with men. The only place she 
felt safe was in the hospital, and she therefore rather enjoyed the breaks 
which gave her an excuse to seek the protection of its walls. She stated 
that she had no dreams, but none the less she woke up frequently during 
the night in a panic and her chart showed marked spiky increases in pulse- 
rate. It showed also a rise in the pulse-rate between one and two o'clock 
daily. Rounds on her ward take place at two o’clock and it was learned then, 
although she had mentioned the fact to no one previously, that she had a deep- 


seated apprehension in connection with the ward rounds. She considered 
this terror quite unreasonable; but she could not help imagining each time 
that “all those doctors were going to do something terrible”’ to her. 


This again is scarcely the picture of a placid, non-neurotic 
woman, well-adjusted to her illness. Psychotherapy had never been 
recommended for this patient during the 25 years of medical 
care, yet even superficial psychiatric contact produced a change 
in her condition, and had this been thought of 10 or 15 years pre- 
viously it might have altered the whole course of her illness as well 
as of her life. 

Omissions aid Distortions Having Their Origin Primarily in 
the Patient—tThese divergencies, falling in the category of dis- 
tortions and misrepresentations by the patient, are usually conscious 
as well as unconscious in the medical history and essentially uncon- 
scious in the preliminary psychiatric examination. This difference 
in the patient’s reaction is motivated in part by the simple fact that 
the general physician often gives the impression of being too much 
ina hurry, or for some other reason unprepared to listen to heavily- 
charged emotional material. An example of frequent occurrence is 
that patients often state that a parent is dead when the parent is 
actually an emotional problem in one way or another, whether be- 
cause institutionalized, criminal, or merely wished out of the picture 
for some less serious reason. 

Significance and Possible Obviation of Certain Errors —Were 
the medical man to become interested in altering his technique suf- 
ficiently to elicit and partially to evaluate facts in the patient’s emo- 
tional life, possibly adding to the routine medical history, under 
the heading of personal history, a brief record of events in the 
emotional as well as in the somatic and civil spheres, significant 
distortions could be avoided, often to the point of materially alter- 
ing the handling of the case. In this way we might not only obviate 


some operations and fatalities but also greatly increase the effective- 
ness of our psychiatric out-patient department. 
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Important omissions and distortions between the medical and 
the preliminary psychiatric histories are, of course, essentially 
avoidable,?® whereas most of those between the preliminary psy- 
chiatric histories and the deeper investigations are unavoidable, be- 
cause, as unconscious factors make their appearance, certain dis- 
tortions in the patients’ conscious idea of things become clear and 
are gradually corrected. The deeper investigation is often indis- 
pensable for accuracy of diagnosis as well as for therapy because 
it is not primarily content or sequence of events that stands in rela- 
tion to disease processes but rather mechanisms by means of which 
the patient has attempted to handle his problem; and it is not con- 
crete worries, but unconscious conflicts that produce symptoms. A 
satisfactory approximation to the true pictures then can be obtained 
only with investigation that is sufficiently detailed, or treatment 
sufficiently intensive to reveal unconscious contents. 

Nevertheless, even in the superficial examination, indications 
may be obtained as to the probable nature, or at least direction, 
of many of the corrections to be expected as the data furnished by 
the unconscious content comes to light. There are a number of 
points here with which our students, and so our future general 
physicians and internists, could be made familiar, and so be enabled 
to detect a malignant process in the psychic sphere before it has 
progressed to a point where the prognosis is inevitably poor. 
Dreams, for example, give clues which otherwise could be obtained 
from the patient only after considerable time. Placid patients often 
reveal a pent-up and pathogenic hostility which would scarcely be 
suspected from a routine examination. 

A pleasant, placid looking, unmarried girl, 19, with paroxysmal tachy- 
cardia, dyspnea and the second time some signs of congestive failure, was 
admitted to the medical ward twice in quick succession. No reason was 
found to account for this condition, but a psychiatric problem was not 
suspected. In the course of routine investigation we discovered that the 
father was strict, often beating his children, requiring that they go to 
church three times on Sunday, and that they never go out after 5 p. m.: 
“We had to go straight and come straight.” This patient, after coming to 
this country, went to work for a woman whose attitudes and principles were 
strikingly the same as these. The patient spoke of all this gently with appar- 
ent great understanding, insisting that it never upset her because she had 


26 That is in case material like ours from which psychotics and persons of 
low mentality have been excluded. 
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been used to it all her life. In the hospital she was very cooperative, saying 
that she didn’t want to give any trouble. She began to have what she called 
“funny dreams” of knocking over the vase of flowers by her bedside, of 
hurling things and smashing them. When it was suggested later that she 
might have some pent-up feelings of anger and resentment she became quite 
amused at the idea, then said with sudden vehemence: “If I ever let it out 
I wouldn’t know who to begin on.” 

A 42-year-old divorced woman, with palpitation and attacks of dyspnea, 
spoke very kindly of her mother to whom she was devoted, but in her 
dreams the mother was a threatening figure and the onset of her illness was 
ushered in by a dream of her mother as a huge black bear about to crush 
her. The patient woke from this dream being sure that something was going 
to happen to her, but it was not until her treatment was somewhat advanced 
that she realized consciously the feelings of fear and hostility she had kept 
pent-up. As she became able to face this fact there was a marked improve- 
ment in her dizziness and palpitation (this of course does not mean that her 
cure was as easy as that but simply that this factor was ascertained to have 
a direct relationship to her symptoms). 


In a routine study of total admission groups it is relatively easy 
to find the patients in whom a brief psychiatric contact (either on 
the ward or in the out-patient department, or both), may pro- 
foundly alter the course of illness, and this may be considered the 
greatest contribution of such investigations to the hospital itself. 
Nonetheless, we might wish that detection of such patients were 
routine, not the casual contribution of a research project and that 
psychiatric consultation were less exclusively a matter of meeting 
emergencies.** If our out-patient department is to be effective it is 
these patients who should be sent there for treatment. As things 
are, the majority of patients for whom a psychiatric consultation is 
requested are patients in whom the psychic disturbance is stub- 
bornly rooted and far advanced. These latter patients are often 
too sick for more than palliative treatment in the out-patient depart- 
ment, so that the psychiatric clinic tends to become known as a place 
where generally troublesome patients return year after year, not 
so much to be cured as to be kept from cluttering up other clinics. 


27 Cf. Rennie, T. A. C.: Special situations and emergencies; also, Billings, 
Edward G.: The psychoneuroses and allied disorders, read at the 4th Con- 
ference on Psychiatric Education, held at Baltimore, April 8-10, 1936. To 
be published in Proceedings 4th Conference on Psy. Ed., Nat. Comm. for 
Mental Hygiene, Inc., 50 West soth St., New York City. 
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III. Stupy oF THE CASE MATERIAL: DESCRIPTIVE SURVEY AND 
DETAILED INVESTIGATION. 


QUESTIONS RAISED. 


The material just reported is of considerable practical signifi- 
cance but of course means little or nothing in terms of psycho- 
pathology or of increasing our knowledge of mechanisms of psy- 
chosomatic interaction. By way of introduction to this question a 
descriptive survey is included, but in order to raise questions rather 
than to answer them. This has its justification in the fact that we 
need not only to have more concrete knowledge in this field but 
also to ask more questions. Sometimes coincidences revealed by a 
statistical survey furnish clues for the establishment of constant 
coincidences or permanent functional relationships. Such clues 
have arisen in part through contrast and comparison of the disease 
groups studied. Because of lack of space only a few of them will 
be indicated. As time permits they are being checked by com- 
parison with findings arrived at by deeper investigation ; and thus 
far there has been a striking complementing of the one by the 
other. 

In passing it may be noted that such descriptive material as that 
to follow may be distinctly helpful especially to the general physi- 
cian or internist in his management of patients with these dis- 
orders. On the other hand, evaluation and effective psychothera- 
peutic utilization of it usually calls for the specialist in this field.?* 


OBSERVATIONS. 
Cardiac Patients. 


In our series of 320 cases of whom 65 were studied intensively, 
there was a high incidence of a tendency to nervousness and sickli- 
ness in children who lived with cardiac or nervous parents, as com- 


28 Whereas the realization has come from many quarters that mere verbali- 
zation tends to relieve tension (even experimental psychology for example, 
has made the following contribution: ‘The hypothesis is suggested that 
there may be ‘levels of discharge’ so that if excitation created by the con- 
flict is not discharged verbally there is a spread to voluntary and involuntary 
motor levels.” Huston, Paul E., David Shakow, and Milton H. Erickson. 
A study of hypnotically induced complexes by means of the Luria technique. 
J. Gen. Psychology, 11: 65-97, 1934), one cannot stress too often the need 
for expert handling here. 
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pared to children without such heredity or exposure or who having 
this heredity were not exposed to the parent.*® In more than half 
the cases in this series (exclusive of the luetic group), a succession 
of illnesses or marked nervousness preceded the onset of the cardio- 
vascular disease. With few exceptions the patients in this series 
(except those with congenital heart disease and certain of those 
with lues), had suffered a period of stress and strain, or a definite 
emotional trauma immediately prior to the onset of the illness.°° Of 
what significance is this fact? Probably of very little until we under- 


stand the physiology and the psychodynamics involved. 


29 Last year in discussing convalescence and chronic illness (Cf. footnote 22) 
I called attention to the importance of pseudo-heredity versus heredity. 
This point was checked in this series of cases, i. ¢., hereditary and pseudo- 
hereditary factors, including heart disease and nervousness in the heredity, 
and exposure to heart disease and nervousness in family or friends (not- 
ing of course the chronological age of the patient at the time and the relation- 
ship of this exposure to the patient’s psychosomatic history). 

We feel justified in stating that important as heredity may be on the 
physiological and constitutional side, exposure to heart disease in a parent 
or relative and the development of neurotic trends are also important, 
that is, we must recognize again the interaction of nature and nurture. In 
our cases there was a greater tendency to exaggerated symptomatology in 
patients thus exposed than in patients who had merely the heredity without 
the exposure. (We must note further that these two factors in themselves 
may favor the development of cardiovascular disease and symptomatology, 
but that to get the disease process underway additional noxas on the psy- 
chological side are as necessary in the development of the psychic component 
as they are on the physiological side, for example, in bringing about rheu- 
matic fever.) Furthermore, the whole psychic development (the presence of 
involved infantile conflicts) is a factor of deep-reaching significance here. 
It is probable that medical impressions concerning heredity in cardiovascular 
disease may be confused by these two factors. 

The psychic factor is of greater importance in those diseases which go 
through a relatively long reversible phase such as benign forms of socalled 
essential hypertension, in contradistinction to congenital heart disease. Even 


here, however, the exposure factor is of significance for the course in a 
neurotic patient. Incidentally, exposure to psychoses and neuroses appears 
to be of rather more significance in cardiac patients than in patients in the 
fracture group. 

80 Dr. Daniels (and we ourselves) made the same observation for diabetic 
patients as did Dr. Thomas in his patients with arthritis, hence again the need 
for further definition and for study of psychosomatic mechanisms. Cf. p. 654. 
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Even on the basis of routine superficial study, however, cardiac 
admissions fell into groups with characteristic syndromes, each of 
which seemed to have a distinctive dynamic component. In our 
series these were as follows: hypertension with and without organic 
disease 62; dyspnea and palpitation with or without organic dis- 
ease but without failure 121; recurrent (one to nine times) fail- 
ure *! 27; marked pain with and without organic disease (sub- 
groups being anginal and arthritic)*? 86; luetic 12; mixed and 
other entities such as subacute bacterial endocarditis 12.°* Be- 
cause the stress here is on the symptom complex these groupings 
obviously cut across certain organic disease classifications. 

Concerning patients with hypertension: (62 cases studied of 
whom 10 were studied intensively) the following should be noted 
bearing out and developing further the suggestions made by T. P. 
Wolfe two years ago.** Each point was checked with the findings 
in 17 diabetic and six fracture patients having hypertension as a 
complicating factor.** In brief: 

1. Increased tension and sometimes spasm of voluntary or 
smooth muscles or both, is important in these patients, and is 


31 Patients with recurrent failure (27 cases studied of whom five were 
studied intensively) will not be discussed because a paper in this series 
(Cf. footnote 23) is devoted to them. 

82 This group includes primarily those with coronary disease and those 
with acute rheumatic fever, providing a gradual transition to the rheumatoid 
arthritic group concerning whom Dr. Thomas is presenting a report. The 
number is proportionately small (86 studied of whom ten were studied 
intensively) because the definitely established arthritics were turned over to 
Dr. Thomas. It may be commented that our findings in these patients with 
the less well-established arthritis are in general accord with Dr. Thomas’s 
although carrying them further from the point of view of psychodynamics. 
Two private cases of my own [HFD] with arthritis, which I hope to report 
elsewhere, afford further material. Our observations concerning the anginal 
syndrome and coronary disease are reserved for a later communication also. 

38 Where there is an overlapping of groups, as with dyspnea, palpitation, 
and failure; or dyspnea, palpitation, and hypertension, these patients have 
been listed under the heading of the syndrome that appears to be major. 
Mixed cases were contrasted with clearcut cases thus affording further data. 

34 Cf. Wolfe, Theodore P.: Dynamic aspects of cardiovascular symptoma- 
tology. Am. J. Psychiat. 91 : 563-574, 1934. 

85 As this project develops it is being split up into increasingly limited 
concrete studies involving the elimination or the cross-checking of vari- 
ables; and more detailed records of physiological changes such as the circula- 
tory reflex, continuous blood pressure, pulse and respiration, etc. 
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alleviated as unconscious conflicts become conscious; this tension 
is part of the whole defense mechanism, psychologically and physio- 
logically a general attitude of being on guard. Often its significance 
is elaborated in terms of accompanying disturbances of tonus in 
other systems, especially the gastrointestinal and the genitourinary 
tracts.*° 

2. The hostile impulses against which the patient is on guard 
are usually relatively near the surface and accessible to treatment. 
Relatively little treatment is usually sufficient to reduce the blood 
pressure level temporarily ** and sometimes probably permanently. 
It is striking that as these impulses emerge into clear consciousness 
there is usually a rise in the blood pressure curve followed by a 
drop to a lower level as the material is worked through. There 
are usually transitory psychoneurotic manifestations of a phobic or 
compulsive nature in the course of such treatment. 

Patients with dyspnea and palpitation: (121 cases studied of 
whom 40 were studied intensively) deserve particular attention 
because they are more readily relieved by relatively superficial treat- 
ment than are patients in any of the other groups. In the presence 
of severe organic involvement relief of this symptom complex may 
be of importance to life, and it is always of importance in the 
prevention of invalidism. Although adequate discussion of this 
problem demands separate treatment of the various types of 
dyspnea and of palpitation, the following comments apply rather 
generally whatever the actual somatic situation. 

All of our intensive cases were markedly improved, being com- 
pletely symptom free after five to 36 hours of treatment, although 
serious Organic disease was present in two-thirds of them. This 
does not mean that these patients were so quickly “cured” or 
protected against relapse. Three of them developed psychic symp- 
toms or other conversions in place of the somatic symptomatology 
and further treatment of the underlying psychoneurosis was neces- 


36 Cf. Dunbar, H. Flanders: Psychic factors 1n cardiovascular disease. 
N. Y. State J. Med., 36: 423-420, 1936. The hypertensive patient reported 
in this paper has been followed for 4 years. It is hoped to report this material 
in terms of follow-up results when a sufficient number of patients have been 
followed for five years. 

87 Reference might be made also to Hill, L. B.: Psychoanalytic observa- 
tions on essential hypertension. Psychoanalyt. Rev., 22: 60-64, 1035. 
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sary. Others, however, with relatively little treatment were able 
to remain symptom free for the period of this study, that is one to 
six years. We are preparing a paper on this subject comparing 
our findings in patients with dyspnea without demonstrable organic 
disease, patients with dyspnea and cardiac damage and patients 
with bronchial asthma. 

The points illustrated in the relevant cases reported in previous 
papers are supported by this larger material as well as by all our 
detailed investigations. We have found the conversion mechanism 
(usually pregenital) in considerable prominence. Associated with 
dyspnea there was a marked conflict over strong receptive ten- 
dencies. (This is interesting in view of Alexander’s stressing of 
this factor in disorders of respiration.) There was also marked 
prominence of dreams of smothering and the tendency to claustro- 
phobia. In the small series studied there was in both men and 
women a marked overshadowing by and tendency to identification 
with the mother,** together with a need to break away and to take 
vengeance, which of course demands further evaluation in psycho- 
dynamic terms (in 30 of our 40 intensive cases the father died 
during the patient’s infancy or childhood and in the others the 
mother was the dominant figure.) In the asthmatic the anal char- 
acter resistance and compulsions are more in evidence and this 
conflict seems more acute. In the palpitation the anxiety expresses 
itself more directly. 

A further factor of importance in cardiac patients is anxiety 
neurosis. It is important to remember that such symptoms as 
dyspnea and palpitation, which we find on a psychogenic basis 
(as well as on an organic basis), are found also as symptoms of 
anxiety neurosis. All patients in our series suffered from dis- 
turbed sexual function. The psychotherapeutic elimination of 
frigidity or impotence exerts a favorable effect on the course of 
illness in these patients. 


88]t is interesting that Strauss, approaching the problem of asthma in 
children from quite a different point of view, stressed the factor of over- 
protection by the parents, finding it in 17 out of 23 cases. (Strauss, E. B.: 
The psychogenic factor in asthma. Guy’s Hosp. Rep. 85, 309-316, 1935.) 


672 THE PSYCHIC COMPONENT OF DISEASE [ Nov. 


In patients with diabetes (60 cases studied of whom seven were 
studied intensively )** neurotic and psychotic heredity or exposure 
was of much more frequent occurrence than was diabetic heredity 
(cardiac heredity was strikingly absent) ; and it was also more fre- 
quent than with cardiacs. Preceding ill-health occurred with about 
the same frequency. 

In these patients clearcut emotional traumata preceding the ill- 
ness occurred less frequently than in the cardiac and fracture 
patients, and a long period of stress and strain was a more fre- 
quent occurrence.*® In our series of patients with cardiovascular 
disease also, exclusive of luetic and congenital heart disease, there 
was an antecedent period of wear and tear but of an explosive 
(active rather than passive) nature, characterized by pent-up fear 
and resentment in contradistinction to a steady grind of fatigue 
and deprivation with an increase in passive personality tendencies. 
(Similarly, in the former the resentment was more deep-reaching 
and usually less conscious.) In our series, furthermore, where 
hypertension was combined with the diabetes, the element of resent- 
ment and domination was increased. 


Fracture Patients. 

In contradistinction to the patients with cardiovascular disease 
or diabetes, the patients with fractures (60 cases studied of whom 
seven were studied intensively) gave a history of neuroses and 
psychoses or fractures in the sense of heredity or exposure very 
infrequently. The history of previous ill-health also was infre- 
quent except for early neurotic symptoms such as nail biting and 
enuresis (and some tendency toward delinquency) which were 


39 Exclusive of the patients reported by Dr. Daniels. 

40 Our findings parallel very closely those given by Dr. Daniels (and 
because of his paper for the purposes of this symposium are omitted here), 
with the notation that by comparison of these emotional factors preceding 
illness in diabetics with the same factors in cardiacs the long period of wear 
and tear, in the sense of overwork, sleeplessness, loss, and deprivation, stands 


out, whereas the anxiety neurotic element he stresses was of equal prominence 
in the cardiacs. We plan to discuss later clues obtained from this group, 
studied by itself, and in contrast to the cardiac group, as they bear on the 
problem of anxiety and its psychosomatic mechanisms and manifestations. 
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found more regularly than in the other groups studied; a few 
patients were remarkable for the number of previous operations or 
accidents and anxiety hysteria seemed relatively prominent among 
them.*? 

These patients present several syndromes. First, a tendency to 
spasm without pain, with or without hypertension; second, a ten 
dency to spasm with pain; and third, a tendency to dyspnea and 
palpitation. Of the patients studied more than half showed a 
tendency to increased muscle tension with spasm, and one-third 
(including most of the compensation cases)*? showed a tendency 
to concentration on the injured member with persisting pain and 
spasm. 

The most striking point in these patients (and the only one on 
which space permits comment here) was the guilt and resentment 
aroused by the injury. This preceded what has been called the 
libidinal (or narcissistic) neutralization of the destructive forces 
released by the injury. It was constant and of a nature not found 
in the superficial examination of diabetic and cardiac patients, 
except that it appeared in a slightly modified form in hypertensives. 
It tended to become obscured where extreme concentration on the 
injured member developed. There was frquently a relaxation of 
tension, including lessening of pain and spasm, with even superficial 
psychotherapeutic handling of it. 

This guilt is frequently expressed in intense preoccupation with 
the question “ what have I done to deserve this?” and occasionally 
‘“ this happened to me because I did this or that.” 

CAsE 2.—Single female, age 52, working as secretary in a physician’s office, 
slipped and fell on the floor fracturing her hip. She was given semi-private 
care, the whole situation being covered by the physician’s insurance, and her 


41 A constant finding, however, was a period of stress and strain or of emo- 
tional traumata preceding the accident. Anxiety was frequently manifest, an 
important point being whether or not the accident was accompanied by 
unconsciousness. 

42 Concerning secondary illness gain: Because medical men are inclined 
to be particularly sensitive to the patient’s tendency to exploit his illness, 
to derive attention from it or make it serve some useful purpose, the fact 
should probably be stressed that in only 5 per cent of the diabetic and cardiac 
patients studied, although in about 15 per cent of the fracture patients, was 
this an important manifestation. Where present, its significance, as the term 
itself implies is symptomatic rather than etiological. 
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job was kept for her, so that there was little external cause for concern. 
Nevertheless, she became negativistic, insisting the hospital was breaking her 
morale, that occupational therapy was insulting, that she was brought up to 
do head work like her father, and that now in the hospital she had nothing 
to do but think. As she brooded she became obsessed with a feeling of 
euilt: “I asked my friends why I must be punished so. I can’t remember 
ever having done anything wrong, but I must have done something terrible.” 


CasE 16.—Married man, age 38, fell on the ice fracturing his right tibia and 
fibula. Having been out of work for five years he had just gotten a new 
job three months previously which he didn’t like, but on the strength of 
which he had been able to live apart from his wife. This patient was very 
nervous and apprehensive having nightmares. While under the anesthesia 
he talked about some letters he had left in the drawer beside his hospital 
bed which would give him away, and he was convinced that the whole thing 
was a frame-up to get a secret out of him and to punish him for the way he 
had treated his wife. 

Sometimes the dominant idea was that the illness was a punish- 
ment for someone else. This reaction was characteristic of patients 
with strong repressed aggressive tendencies, and in our series all 
those with hypertension gave this picture as well as a few with 
marked fluctuations in the blood pressure reading. This would tend 
to confirm the findings reported under hypertension. 


Case 6.—A married Irish waitress, age 46, fell on the ice fracturing the 


upper extremity of the right femur. She had never been in a hospital before 
but stated that she liked this one very much, that she was treated better than 


she deserved to be because she had disobeyed her “ good angel.” Something 
had said to her But 
she took a chance and fell. “ The wickedest part of it,” she said, “is that it’s 
not really myself but my husband that’s hurt, by me not working all these 
weeks.” (This patient had hypertension about which she had not known, 
discovered on this admission to the hospital, and a great deal of resentment 
toward parents and husband.) 


” 


don’t cross in the middle of the street, it’s too icy. 


Case 20.—Married woman, age 54, who had led a gay life until her mar- 
riage 30 years previously which interrupted her career as a singer, fell and 
fractured her hip. She spent much of her time in the hospital trying to 
figure out whether she “deserved it because of the way she had treated her 
husband, or whether he deserved it because of the way he had treated her.” 
She also had hypertension discovered only after admission. 


Sometimes more prominent than the idea of punishment is the 
idea of compelling parent or spouse to behave in some specific way. 


Case 11.—A high-school girl, age 17, injured her right knee playing foot- 
ball. She was an unwanted child of a mother who was trying to send her 


h 
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away to school so that she could marry another man. She couldn’t bear to 
have the child around because she looked and acted so much like her father, 
the mother’s divorced husband. The patient complained that her thoughts 
kept going round in circles, and the only thing she wanted to know was if 
her mother wouldn’t probably be too sorry for her to send her away: “ She 
can’t possibly send me away now when I’m so sick and may be crippled for 
life.” 


CAsE 21.—A married man, age 31, injured his back while working. He had 
always been known as “ mother’s boy” previous to his marriage, and could 
not reconcile himself to the fact that his wife seemed to take less good care 
of him than his mother. “ She'll have to take care of me now,” he said hope- 
fully, “I guess it serves her right.” 


It may be noted in passing that patients in this series (as well as 
those reacting as illustrated above) showed an intense, and in some 
cases fanatical, devotion to the parent of the opposite sex, which 
had very definitely molded his or her life.** But these considera- 
tions demand a paper in themselves. 

The tendency to “act out” impulses and aggressive tendencies 
was prominent among the patients of our series, sometimes as a 
matter of tremendously increased pressure and sometimes as a 
matter of weak personality organization. 


CasE 23.—A colored woman, age 29, separated from her husband, is in 
constant fear of attack by him, and very much resents being imposed on by 
the Jewish woman for whom she works. Just before the Jewish holiday 
she went out to purchase a supply of food and slipped and sprained her 
knee. She telephoned her employer to say that she would send a friend to 
do her work while she went to the doctor to have her knee strapped, but 
her employer said that she could not get along without her and insisted that 
she return immediately. “I was so mad I could have killed her.” Before 
reaching the house, she slipped again, fell, and fractured her leg. When her 
employer visits her at the hospital the patient frequently reminds her that if 
she had just had a little more patience .... etc. “Now I guess she'll learn 
how to treat somebody.” 


CAsE 22.—An unmarried man of 34, the oldest son who had always been at 
var with authority, conceited, and much admired by many girls, was work- 
ing on a high building. The boss had forbidden any of the men to slide down 
the rope to the ground. “I thought I’d show him, then as I was part way 


43 These patients are more difficult to treat than the cardiacs with hyper- 
tension or with dyspnea, probably because of the increased participation in 
the picture of such elements as those reported by Kardiner (Cf. footnote 6), 
as well as the marked tendency to “ act out.” 


| 
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down, that funny fear of falling I sometimes have came over me and I got 
dizzy and lost my grip.” The patient sustained fractures of spine, left 
tibia and right calcaneus. 

It must be said again that the comments and illustrations under 
this heading relate to the superficial picture presented by these 
patients.** Although discussion of these reactions is often tem- 
porarily helpful, investigation and treatment of the underlying neu- 
rotic trends is more arduous and time-consuming than with the 
majority of patients with cardiovascular disease and diabetes. 


GENERAL CONSIDERATIONS AND SUMMARY. 


1. Concerning the Psychiatric Diagnosis—In the whole mate- 
rial, fully developed symptom neuroses were relatively rare. The 
psychic symptomatology was relatively slight until the treatment 
brought it into prominence, thereby reducing the symptoms on the 
somatic side. 

Anxiety neurosis was fom © with great frequency as an aggra- 
vating factor in patients with diabetes or cardiovascular disease. 
The response to its elimination was a more rapid improvement in 
the general disease picture in the case of the latter. It was not of 
the same importance to the course of illness in patients with 
fractures. 

In our fracture series there seemed to be a relatively large num- 
ber of patients with long-established anxiety hysteria, having had 
agora- and claustrophobia, and particularly fear of falling.“® Al- 
though it is too early to generalize one is struck by the number of 
cases in which apparent accidents are not accidents at all. 

On superficial examination, quite apart from the psychiatric 
diagnosis, different psychic factors stand out in the different disease 
groups studied. On deeper investigation this difference is some- 
what less marked, perhaps only because unconscious factors are 
less individual, but nevertheless differences remain, whether quali- 
tative or quantitative, in the reaction pattern or major dynamic 


44 Whereas the comments under the two preceding headings are based on 
the dynamic studies. 


45 These were found entirely among patients who had been run into on the 
street or whose accident had been the result of a fall. This is of course 
merely an observation. The series is too small to draw conclusions. 
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trends. Thus there appears to be a psychic as well as a hypothetical 
constitutional or other somatic basis for these disease processes. 

2. Concerning Psychosomatic Changes and Energy Economy.— 
Unrecognized or unconscious hostility tends to bring about func- 
tional changes in the cardiovascular system such as hypertension, 
palpitation, arrhythmias, etc. As these impulses are elaborated or 
made specific there may be added a vector quality in terms of dis- 
turbances in one of the organ systems capable of expressing inges- 
tion, retention, or elimination, as illustrated for example, in the 
frequency of gastrointestinal disturbances in hypertensive patients. 
In diabetes this vector element seems to be of another quality. In 
fracture patients the energy economy appears to be somewhat dif- 
ferent, and will be commented on at a later date. For the time being 
it should be noted that the disease process is more readily alleviated 
by psychotherapy if the elaboration in terms of diverse somatic 
or psychic symptomatology has not progressed too far. 

3. At IVhat Price Healing? *®—! has been indicated in this 
paper that it is relatively easy, especially in cardiac patients, to 
bring about a shift of symptomatology from the organic to the 
psychic sphere. The ease with which this can be accomplished de- 
pends not so much on the degree of organic damage as on the 
emotional connotation of the symptoms. It is not only for this 
reason, however, that the physician should be aware of the emo- 
tional connotation of symptoms: Sometimes somatic symptoms 
represent the patient’s last defence against conflict which other- 
wise would disrupt his personality. In each case the question must 
be asked as to whether the patient will be better off without his 
somatic symptomatology than with it. 

Undoubtedly relief in the somatic sphere even where eradication 
of underlying neurotic trends is not feasible is of benefit to physi- 
cal well-being and of vital importance in cases of advanced cardio- 
vascular disease. In some patients, however, especially those with 
hypochondriacal and schizophrenic tendencies, the elimination of 
symptoms in the organic sphere is fraught with danger of sudden 
psychotic upheaval.*? If casualties are to be avoided a fairly clear 
picture of the psychodynamics of the situation is important in all 


46 Cf, Jelliffe, S. E.: What price healing? J. A. M. A., 94: 1303-1395, 1930. 
47 This is true whether these symptoms are eliminated from the organic 
side or by superficial psychotherapy. 
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these patients before psychotherapy is undertaken.** In our series 
to date although there have been transitory upheavals there has been 
no harmful reaction to this elimination of symptoms in the organic 
sphere, but the patients are being followed. Too much emphasis 
can scarcely be placed on the importance of adequate follow-up of 
all patients, especially of those whose psychotherapeutic treat- 
ment, although successful in eliminating somatic symptoms, was 
incomplete. 

4. Concerning the Therapeutic Program.—Although points such 
as the above are merely suggestive from the point of view of psy- 
chodynamics and etiological significance in the disease entities under 
consideration, they have been demonstrated to be of critical signifi- 
cance in the therapeutic program. They cannot be disregarded if 
we hope to master the public health problems confronting us today. 


LV. CONCLUSION. 


Because our purpose in this paper has been to map out a field 
in which further research is much needed as well as to present find- 
ings in the frame-work of our own research scheme, we have been 
for the most part unable in the space permitted to include detailed 
material in relation to the observations reported. We hope to pre- 
sent this material later in a series of papers devoted to specific 
aspects of our problem. On the other hand, perhaps the material 
included may afford a basis for interesting speculation while fur- 
nishing at the same time further concrete evidence for the following 
principles which we are coming to recognize as of significance to all 
physicians, not just to psychiatrists. 

First, much of present-day medical treatment of somatic ailments 
is purely palliative and symptomatic in the sense that many somatic 
ailments (as we!l as many manifestations in the physical sphere 
which used to be considered organic disease entities) are merely 
symptoms of an underlying disease process developing in psychic 


48 For this and other reasons it should be noted concerning techniques that 
in training assistants to work with patients on medical wards we have found 
that the techniques required are very different from those with which the 
physician trained in medicine to the point of residency, or in psychiatry in 
the mental hospital, is familiar. 


__ 
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and somatic aspects. This is borne out by our findings in the 
groups of patients reported. 

Second, the psychic component may be determinative in illness, 
no matter how “ organic” this illness may appear to be, with the 
qualification that from the point of view of therapy as opposed to 
palliation it is more significant in illnesses or phases of illnesses 
where the pathological changes are still reversible. 

Third, from the point of view of the hastening of convalescence 
and the guarding against relapse, the role played by the psychic 
factor is determinative in a considerable proportion of patients (as 
reported here for patients with cardiovascular disease, diabetes, 
and fractures) although its exact nature and extent should be inves- 
tigated further. 

Fourth, it is probable that the psychic factor is specific at least 
for certain disease processes or syndromes, such for example as 
essential hypertension.” 

In view of the above, the following points should be emphasized : 

A. The time should not be too long delayed when psychiatrists 
are required on all our medical and surgical wards, and in all our 
general and special clinics. (Incidentally, this would add greatly 
to the effectiveness of our psychiatric clinics.) This involves also 
the training of more psychiatrists in the psychosomatic field not 
only for the sake of our hospitals and clinics but also that they may 
cooperate with our general physicians in the community. 

B. Expensive as psychotherapy is it is less expensive than car- 
ing for the invalidism that is inevitable without it. In other words, 
although we are beginning to recognize its curative value we still 
tend to overlook the role it plays in prevention of disease in the 
individual and in the social order as well. 

C. Our present discussions of socialized medicine and health 
insurance, so long as they proceed without consideration of such 
facts as those here cited, proceed on the basis of a very partial 
understanding of the problem involved, and the facts on both 
sides are incomplete and inadequately assembled. 

Finally, we are only just beginning to see these problems, to say 
nothing of understanding them, but it is probable that psycho- 
somatic studies of diverse diseases, painstakingly carried out over 
a number of years by diverse investigators will yield results which 
in time will transform medicine as we know it today. 


EMOTIONS AND ORGANIC HEART DISEASE.* 
By THEODORE P. WOLFE, M.D., Mep. Sc. D. 


Patients on medical wards, psychosomatically studied, fall readily 
into several groups, presenting diverse diagnostic and therapeutic 
problems. The first of these groups includes those patients in whom 
there is no organic disease found, but in whom a neurosis simu- 
lates an organic disease. In this group, the diagnosis of neurosis 
is usually made, although per exclusionem, 1.e ., according to the 
old formula “all tests are negative, there is nothing organically 
wrong, therefore, it must be neurotic.” At all events—at least in 
the hospital—the indication for psychotherapy is recognized and 
the patient referred to the psychiatrist. The second group com- 


prises those patients in whom organic disease is present, but is 
overlooked because a complicating neurosis is so obvious as to at- 
tract the physician’s whole attention. Although they are relatively 
frequent in general practice, these cases are of course rare in the 
hospital, where a painstaking physical examination is undertaken 
in all cases, leading to a diagnosis of the organic disease in spite 
of any masking by psychoneurotic manifestations. 

In both of these groups there is little danger (at least in the 
hospital) that the psychic element will be overlooked. This danger, 
however, is serious in a third group, to which this paper calls 
particular attention, namely the group of patients in whom there 
is no doubt as to the presence and severity of the organic disease. 
Yet, in the course of the past three years devoted to intensive 
work with cardiac patients against the background of at least a 
superficial study of all patients with cardiovascular disease ad- 
mitted to Presbyterian Hospital, the vital importance of psycho- 
therapy in the medical handling of these patients has become 
increasingly apparent. 

The psychic factor here is overlooked largely because the organic 
disease is so obvious and impressive that the physician is likely 


* From the departments of Medicine and Psychiatry of the Columbia Uni- 
versity Medical Center. 

Read at the ninety-second annual meeting of The American Psychiatric 
Association, St. Louis, Mo., May 4-8, 1936. 
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to ascribe all pathological manifestations to the organic disease. 
During the psychiatric student conferences on the medical wards 
the question as to whether in a particular case psychic factors may 
be involved, often meets with the answer by the student: “ No, 
there is plenty of organic pathology to account for it.” This would 
clearly indicate the feeling that “plenty of organic pathology ” 
relieves the physician of the necessity of even thinking of psychic 
factors in these patients. It would seem that this fallacy in medical 
thinking—the antithesis between organic and functional, viz., the 
assertion that organic findings exclude the participation of psychic 
factors in the total disease picture—cannot be pointed out often 
and emphatically enough. As a matter of fact, observations on 
medical wards show that in no other cases are the psychic factors 
of such vital importance as in the presence of serious organic 
disease. 

Were not our medical thinking confused by the antithesis of 
organic and functional, it should be obvious why this should be so, 
particularly perhaps in cardiac patients, with whom this report is 
concerned. The neurotic patient without organic pathology suffers 
from pains, arrhythmias, etc., which, disturbing as they may be 
subjectively, cause no direct danger to life. It is quite a different 
matter in the case of the organic heart patient, where cardiac func- 
tion is already disturbed by a somatic lesion. This lesion may be 
serious enough in itself to bring the patient to the danger zone yet 
allow the patient to live fairly comfortably under the necessary 
restrictions and medical régime. But very often the load thus im- 
posed on the cardiac function is just as much as it can bear, and 
even a moderate or slight additional load brought in from the 
psychic side may be sufficient to throw the balance in the direction 
of decompensation. Increased doses of digitalis in such cases will 
often not help, or the doses have to be increased beyond the limit 
of tolerance. Eliminating or alleviating the psychic component, on 
the other hand, may enable the patient to continue on the old 
régime, perhaps even with decreased restrictions and the possibility 
of a more active life. 


In a review of the total cardiac admissions over a period of time, 


there is perhaps none among the various pictures presented of 
greater interest than that of recurrent periods of decompensation. 
We are somewhat familiar with the idea of a psychic factor in 
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hypertension, in exaggerated attacks of dyspnea and palpitation, 
and even in patients presenting marked precordial pain. For sev- 
eral reasons we are not likely to think of it in connection with 
cardiac decompensation. 

I should like to illustrate these general remarks with one case 
history, giving only the most relevant facts. 


A married woman of 45 was admitted to the medical wards of Presby- 
terian Hospital, September 1, 1934. Her general health had been good until 
19 years previously. At that time—after a pregnancy which ended in the 
delivery of a still-born baby—she was told that she had heart trouble, and 
from that time on there were frequent episodes of rapid heart and dyspnea, 
necessitating frequent periods of bedrest and more or less continuous digitalis 
medication. Five months before admission the patient was awakened one 
night by her sick daughter (also suffering from cardiac disease); she 
became excited, frightened and fainted. From that time until admission she 
was in bed off and on, had a very rapid pulse and an attack of pulmonary 
edema. In the hospital, on bedrest and digitalis, the patient showed rapid 
improvement with a decrease in pulse deficit by the third day. She was dis- 
charged after three weeks, the diagnosis being: inactive rheumatic heart 
disease, cardiac insufficiency, chronic auricular fibrillation, chronic cholecy- 
stitis. On October 16, t.¢., four weeks later, the patient was readmitted 
because for the past few days she had beome very dyspneic and orthopneic. 
The night before admission she had brought up pink froathy sputum. She 
was fibrillating rapidly. Again, there was rapid improvement, and after 
ten days the patient was again discharged. This time, however, the closing 
note on the chart read as follows: 

“It has been rather difficult to understand why this patient should have 
such frequent breaks in cardiac compensation in view of the relatively slight 
cardiac damage. It was felt by some that there was enough evidence of hyper- 
thyroidism to perhaps account for this. On the other hand, her basal fell 
rapidly to normal on a few days’ bedrest. She was seen by the psychiatrist 
who felt that there was a very definite marital maladjustment and a relation 
between her cardiac decompensation and emotional trauma. It seems wiser 
to endeavor to establish this as a definite cause before going ahead with a 
thyroidectomy.” 


The patient has been seen in the psychiatric clinic about 40 times since 
her discharge from the hospital and is still being followed. On account of 
considerable resistances the treatment proceeded rather slowly. The first 
relevant fact brought out was the circumstance that her attacks of pulmonary 
edema which had occurred off and on during the past 11 years, were always 
precipitated by sexual intercourse. Even at this stage of the treatment it 
seemed almost certain that the attacks were not precipitated by the physical 
exertion connected with intercourse: first, the patient could stand a moderate 
degree of physical exertion without decompensating; second, considerable 
cardiac discomfort—although not to the extent of pulmonary edema—would 
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occur without any physical exertion, when the patient lay in bed or even sat, 
thinking of having intercourse, or when she was sexually aroused. 

The patient, who married at the age of 20, had always been frigid; she 
had “ suffered agonies ” during intercourse and had only one thought during 
it: if it only were over. She never refused intercourse, however, because 


she felt that she owed it to her husband with whom she had an excellent rela- 


tionship in other respects. She tried, however, to avoid it whenever possible, 


e.g., by staying up late until her husband would have gone to sleep. A coun- 
terpart of frigidity in sexual intercourse was a symptom which had suddenly 


started about 16 years ago, the night of the death of the patient’s 8-month-old 


child. This symptom which the patient termed “ passionate feelings ’”°—intense 


genital sensations which would “drive her crazy ’—would start suddenly, 

without any apparent provocation, last for days or weeks and then disappear 
I 

is were not only not 


relieved by intercourse, but during these periods the patient was even more 


again for weeks or months at a time. These sensatior 


averse to intercourse than ever. On the occasion of their first occurrence she 
smoked cigarettes incessantly (which she had never done before, and 


ore, 


has 


not done since) ; later she would try to “ wall it « walking 40 or 50 


ocks at a stretch, without obtaining relief. Masturbation the patient never 
blocks at a stretch, witl f. M t 
thought of. 

For almost 20 years the patient had slept very poorly. She would get so 


restless during the night that she finally “ could no longer stand it in bed,” 
would get up and do something around the house. It developed that this 
insomnia—apart from her struggle against sexual relationships—was mainly 
due to a childhood experience which the patient related with the 

difficulty. The patient was born in Europe. When she was about six years 
of age, her father left for America, and soon afterwards her mother began 
to carry on sexual relationships with other men. The girl was a witness to 
this, even to the extent of sleeping in the same room. Through all her life 
she had not been able to free herself from this experience, had never told 
anybody about it, and felt even now that it was “horrible to talk about it.” 


greatest 


She said: “It seems that time I got sick and a doctor asked me, I 
could just get to that point further.” Practically all her life, she had 


been disturbed by constantly recurring dreams about her mother. When the 


patient returned for the appointment following the eliciting of this story, she 


I 
related that—for the first time in many years—she had slept through every 
night. 


At times the patient would get frighten ing me come down the 
clinic corridor and would have dyspnea and violent palpitation in the begin- 


ning of the interview. These increases in physical symptoms regularly coin- 
cided with a phase of resistance in the treatment. This was very out- 
spoken for example before the patient told the story about her mother, and 
was still more marked on a later occasion, which she called “the worst 
attack I ever had on seeing you.” She had been feeling quite well for several 
weeks, but waiting in the clinic corridor she had become “ kind of nervous,” 


and when she was seen she was markedly cyanotic, dyspneic, her heart was 
fibrillating rapidly. During the interview these symptoms subsided to a 


— 
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farreaching extent, but no new material was produced. Leaving the clinic, 
she felt weak, sat down on a bench and was noticed by a nurse who took her 
to the emergency division, where she was admitted to the overnight ward. 
After about two hours she was well enough to go home. For two succeeding 
interviews she was still “ scared,” and at home she felt weak, shaky and tired, 
“conscious of something annoying her.” It was only during the following 
interview (after a dream—which seemed to indicate the danger of an ap- 
proaching attack of pulmonary edema 


about two doctors, one of whom said: 
“We can’t take a chance leaving her without medicine” and gave her a 
“hypo’’), that the patient was able to talk about what was “ annoying her.” It 
had to do with her “ passionate feelings.” When after several years of unsuc- 
cessful treatment of this symptom with sedatives, douches, etc., no relief was 
obtained, her physician had suggested that “probably ‘massaging of the 
genital” would help.” The physician administered this “ massage” at fre- 
quent intervals, trying to convince the patient that “some of the symptoms 
cleared up after the ‘treatment.’” The patient reacted by “ getting hyster- 
ical” and by crying; later, after she had had her first attack of pulmonary 
edema, she would often react with such an attack. Psychically, the result 
was that while the patient “ sometimes enjoyed that feeling there, she would 
dread intercourse all the more”; when she was “ passionate,’ she would 
think of this physician, or she would get “ passionate” when thinking of 
going to his office. 

The day after this interview the patient telephoned for an appointment, 
reporting that she had not slept, was terribly upset and felt bewildered. She 
looked sick, her heart was fibrillating rapidly, and she was sent to bed, to 
return the following day. The following night the patient dreamed about me 
for the first time and the next day her reaction to the experience with her 
physician was discussed further. At the end of the interview the patient 
still felt in a “daze” and said that she “did not know where she stood and 
where she was going to land,” 7. e., she could absolutely not decide whether 
to go home, to a show, shopping or elsewhere. When again seen a few days 
later, the patient presented a remarkable change. Although suffering from 
a violent spasmodic cough, she said she felt much better and actually looked 
much better. When she had left after the preceding interview, not knowing 
“where she was going to land,” she found herself suddenly at Grant’s Tomb. 
This struck her so funny that “she couldn't stop laughing and had felt happy 
ever since.” The relief came actually because all of a sudden she felt differently 
about the experience with the physician; she no longer felt guilty about it. 
The intense guilt feeling had been based on an unconscious identification with 
her mother. She said she was “afraid she was made of the same weak ma- 
terial her mother was made of,” and she felt that “if one does these things, 
one lets oneself go and lands in the same thing my mother did.” 

From the internist’s point of view, it is remarkable that the patient, after 
the preceding interview, had walked the respectable stretch of 67 city blocks 
(she had walked down to 1o1st Street) without any physical disturbance ; 
whereas shortly before, in the absence of any physical strain, but under emo- 
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tional strain connected with the bringing up of unconscious material, she 
had a cardiac attack serious enough to occasion her admittance to the 
overnight ward. To this remarkable change in physical tolerance there cor- 
responded an equally noteworthy change in the psychic sphere. As far as 
the transference was concerned, the patient remarked spontaneously: “ Since 
last week I was not even afraid of seeing you.” At the same time she was 
much freer in the discussion of her resentment against her mother, and 
noticed a change in her attitude toward her husband which greatly sur- 
prised her. She said: ‘When I came home that day I was so happy, so 
glad to see my husband, it was just as if we had just been married.” She 
felt more relaxed, no longer dreaded to go to bed; she no longer felt antago- 
nistic about sexual intercourse and for the first time experienced pleasure 
in it. She again had the “ passionate feelings,” but, “ you would not believe 
it,” the patient said, for the first time they were accompanied by a desire to 
have intercourse with her husband. She said: “I feel something is taking 
shape, I don’t know what. Something I’m drifting away from I was afraid 
of.” Her husband noticed the change and remarked: “I don’t know what's 
gotten into you.” 

Since then the occasions on which the patient has been frigid in sexual 
intercourse have become more and more infrequent. The patient has had no 
major attacks of palpitation or dyspnea and no attacks of pulmonary edema, 
in spite of having increased her physical activities to a considerable degree. 


\ 


“Hot flushes” and attacks of perspiration, which formerly disturbed the 


patient a good deal, have entirely disappeared (the patient has not yet 
reached the menopause). Cardiac discomiort of a minor degree or dis- 
turbances of sleep still occur occasionally, but always in connection with still 
unresolved emotional problems rather than with physical exertion. She takes 
long walks and takes care of her household, at times with, at times without 
help, whereas before she had been unable to attend to anything in her home. 

In passing, I should like to call attention to the form taken by the first 
change in the patient’s sexual relationships. While previously she had 
silently tolerated sexual intercourse, it happened one day that during it she 
became violently angry, striking her husband and asking him to leave her 
alone. This sudden emotional reaction surprised nobody more, than the 
patient herself. During the course of a psychoanalysis, undertaken pri- 
marily for psychic symptoms, one is occasionally impressed by a more or 
less sudden conversion of psychic energies into somatic symptoms. The 
psychotherapeutic experience in general hospital work is often the reverse: 
psychic energies bound up in somatic symptoms become re-directed into 
psychic channels. There is hardly any more impressive demonstration of 
the psychodynamics in somatic disease (and, incidentally, of the futility of 
suggestive therapy which does not achieve this re-direction of energy) than 
this phenomenon. 


It is interesting to remember at this point that two surgical operations 
had been contemplated in this patient: thyroidectomy and cholecystectomy. 
Thyroid surgeons come more and more to consider patients who are con- 
siderably afraid of an operation as poor operative risks. The patient reported 


— 
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was considerably frightened by the prospect of an operation; in addition, 
her heart condition in itself affected the prognosis unfavorably. Of a chole- 
cystectomy the patient was particularly afraid as her mother had died fol- 
lowing a cholecystectomy and a brother following an appendectomy. This 
situation is all the more important as this patient’s gall bladder symptoms 
were to a large extent, if not completely, based on an identification with her 
mother. (There was no definite clinical or roentgenological evidence of 
gall bladder pathology; on the other hand, her mother’s gail bladder attacks 
had made a deep impression on the patient, and her gall bladder symptoms 
cleared up to a farreaching extent during the course of the psychothera- 
peutic treatment). It is a gratifying experience for the psychotherapist to 
be able to spare a patient the necessity of surgical intervention, particularly 
if this intervention is much dreaded and—partly because of this dread— 
dangerous. 


This case is cited not because it presents anything extraordinary 
from either the psychic or the somatic side, but because it is illus- 
trative of certain aspects of our cardiac patients in general and of 
the patient with organic heart disease complicated by psychic factors 
in particular. 

Very frequently—and we must say almost unfortunately—these 
patients seem to be well adjusted, #.e¢., by no means obviously 
neurotic. In the patient reported, the thought of a complicating 
psychic factor was arrived at only by negative evidence, 1. e., when 
it was felt that the degree of organic damage did not account for 
the seriousness of the clinical picture. Cases like this teach us 
again and again that no degree of organic damage should blind us 
to the presence of complicating psychic factors. This is all the 
more important because—particularly in the case of serious or- 
ganic heart disease—the psychic factors may determine the course 
of the illness and even a fatal outcome. In the patient reported, the 
organic findings and the medical régime are the same as nearly 
two years ago, when the patient was first seen, yet the clinical 
picture is markedly different, due to the partial elimination of 
complicating psychic factors. 


From a research point of view, the objection may be raised that 
a clinical investigation such as this is insufficient and that we can 
gain real insight into these psychosomatic relationships only by a 
psychoanalytic procedure. Whereas it is true that the psycho- 
analytic method is the only adequate method in this field and that 
the little we can learn by non-analytic methods depends on a back- 
ground of psychoanalytic knowledge and methodology, the obstacles 
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to such a procedure are many. An analysis is scarcely possible 
under clinic conditions ; with patients with serious cardiac disease 
who must restrict their physical activity, for whom a visit to the 
hospital may be a considerable strain, it may be out of the question. 
Furthermore, as has been pointed out in the literature,’ such a pro- 
cedure may be dangerous. 

This point was borne out in the case just reported where the 
close relationship between cardiac symptomatology and certain 
phases of the psychotherapeutic treatment was striking, in regard 
both to improvement and to increase in symptoms: ¢.g., on one 
occasion the patient was admitted to the overnight ward after a 
psychotherapeutic session. Since such violent somatic reactions 
occur in relation to resistance in the course of even superficial pro- 
cedures,” one can readily understand that the somatic reaction dur- 
ing a resistant phase in a psychoanalysis may attain dangerous 
proportions. 

With regard to the psycho-physiological mechanisms involved, 
this patient, like many others in the group, confirms an earlier 
statement * that in our cardiac patients conversion-hysterical mech- 
anisms do not play the important role they have been found to 
play, for instance, in gastrointestinal disturbances. In other words, 
many of the physical symptoms, insofar as they are not the result 
of the organic lesion, are—although psychogenic in the last 
analysis—not the direct expression of an emotional conflict (as 
they are in conversion hysteria) but are caused indirectly. Such 
mechanisms are, é¢.g., decompensation in hypertensive cardio- 
vascular disease, where decompensation and its various symptoms 
may be in no way a symbolic emotional expression, although the 
hypertension which leads to it may be of psychogenic origin. Palpi- 
tation and various arrhythmias may be the physiological accom- 


1Cf. Dunbar, H. Flanders: Emotions and Bodily Changes. A survey of 
literature on psychosomatic interrelationships, 1910-1933. Columbia Uni- 
versity Press, 1935, p. 200. 

2It should be noted that such superficial psychotherapeutic procedures are 
less dangerous than a psychoanalytic procedure only if and when they are 
carried out against the background of psychoanalytic understanding. Hit or 
miss psychotherapeutic procedures may be more dangerous—psychically as 
well as somatically—than psychoanalysis or no psychotherapy at all. 

3 Wolfe, Theodore P.: Dynamic aspects of cardiovascular symptomatology. 
Am. J. Psychiat. 91, 1934, 563-574. 
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paniments of fear, or they may have no psychic meaning, as in 
anxiety neurosis. The same holds for dyspnea, although here a 
hysterical mechanism is not infrequently found. Mention should 
be made also of psychic factors which influence the patient’s 
mode of living in an unfavorable way. The most important and 
frequent factor here is the strong tendency to—mostly uncon- 
scious—dissimulation in patients with organic heart disease, with 
a corresponding lack of insight into the necessity of restricting 
their activities. Many patients try to work off emotional or sexual 
tensions in physical activity which may be beyond their limit of 
tolerance; even where this activity is not violent, it should be 
remembered that in states of chronic muscular tension a much 
greater amount of energy is expended than is generally assumed. 

To return to the patient reported, we find here one such indirect 
psychic factor in her marked insomnia, which in turn made her get 
up and busy herself around the house at night, thus imposing an 
additional physical load on an already strained cardiovascular sys- 
tem. (It is interesting to note that 


apparently due to the nature 
of the underlying emotional material—this insomnia had remained 
unknown to the physicians who had treated the patient ; but even 
if it had been detected, it is doubtful whether it would have yielded 
to sedative drug therapy). This insomnia, however, proved to be 
only a contributing factor. 

In the case reported, the main factor was a definite psycho- 
neurotic inhibition of the genital function. When Freud, some 40 
years ago, described a disease picture which he termed anxiety 
neurosis,‘ he gave a list of the forms which an anxiety attack may 
take, and among these we find the following: disturbances of 
cardiac function, palpitation, arrhythmias of short duration, long 
lasting tachycardia, even failure of the heart, “the differentiation 
of which from organic heart disease is not always easy.” Further, 
we find disturbances of respiration, several forms of nervous 
dyspnea, asthma-like attacks, etc. “I should like to stress the 
fact,” comments Freud, “ that [even] these attacks are not always 
accompanied by recognizable anxiety.” He further mentions at- 
tacks of perspiration and of congestion, “about everything that 


4Freud, S.: Ueber die Berechtigung, von der Neurasthenie einen 
bestimmten Symptomenkomplex als “Angstneurose” abzutrennen. Ges. Schr. 
Bd. I, 306-333. 
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has been called vasomotor neurasthenia” (i. e., what would be 
called today vasomotor neurosis or vasomotor instability). In dis- 
cussing vertigo and fainting, he remarks: “ Other fainting spells 
in anxiety neurosis seem to be dependent on cardiac collapse.” 

In view of the indefatigable attempts on the part of physiology 
and medicine to establish an organic basis even for the psycho- 
neuroses, and in view of the fact that Freud actually established a 


somatic basis for certain neurotic manifestations, it 1s astounding 
to find that in all these 4o years, clinical medicine has taken prac- 
tically no cognizance of anxiety neurosis (except perhaps by adopt 
ing the term, devoid of its meaning, for all possible states of fear 
and anxiety). Cases like the one reported, point, however, unmis- 
takably to the literally vital importance of this picture. Vegetative 
energy, not orgastically discharged, but dammed up in the cardio- 
vascular system (and producing, in the organically healthy person, 
only various functional disturbances) may, in a person with organic 
heart disease, result in a serious aggravation of the clinical picture, 
although the organic lesion may be such as to permit the patient 
to live fairly comfortably if this additional load is taken off. 

The reason for choosing, for the purpose of this paper, a patient 
in whom anxiety neurosis was a determining factor, are chiefly 
the following: /irst, anxiety neurosis stands in particularly close 
relation to physiological changes, and is therefore of utmost sig- 
nificance to all branches of medicine; this relation to physiological 
changes, is, however, especially close in the cardiovascular system. 
Second, anxiety neurosis is—in varying degrees—of almost ubiqui- 
tous occurrence. Third, it is almost equally frequently overlooked ; 
and fourth, last but not least, if not overlooked, it is often readily 
responsive to our therapeutic efforts. 

This last point applies particularly to the pure or practically 
pure cases of anxiety neurosis, 7. ¢., those cases in which sexual 
frustration (more precisely, orgastic impotence) is due to faulty 
contraceptive technique. These cases, if recognized, can often be 
cleared up rapidly by the simple device of instituting proper con- 


traceptive measures. It is these cases which the general practitioner 
could easily handle himself. In other cases, where the anxiety 
neurosis is the result of a psychoneurotic inhibition of the genital 
function, as in the case just reported, the practitioner should recog- 
nize the indication for psychotherapy and refer the patient to the 


— 
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psychotherapist. This is all the more important in that in cases 
like the one reported, psychic factors such as fear, repressed resent- 
ment and anger, in addition to anxiety neurosis, enter into the 
picture as important factors in the aggravation of heart disease or 
precipitation of cardiac decompensation. These factors likewise 
can be handled only by rational psychotherapy. 

In a way, we have known all this all along ; but what is new is a 
growing recognition among medical men of the practical importance 
of the psychic aspects of so-called organic disease, along with the 
recognition of the necessity of finding and treating specific psychic 
factors instead of such vague things as “ worry” or “ fear,” just 
as the medical man is not satisfied with finding an “ infection,” 
but wants to know the nature of the infection, and, therewith, the 
way of combating it. That the growth of this recognition is slow 
is perhaps good, and a challenge to us to still closer cooperation 
with our colleagues in the various specialties, and to teach medical 
students psychiatry not as something apart from the rest of medi- 
cine, but as an integral part of it. 


| 


PSYCHIC FACTORS IN RHEUMATOID ARTHRITIS.* 
By GILES W. THOMAS, M.D., New York Clry. 


Rheumatoid arthritis is a chronic, deforming arthritis of un- 
known etiology comprising about one-third of all chronic arthritis. 
It occurs more frequently in women, usually begins between the 
ages of 20 and 40, and is accompanied by a marked constitutional 
reaction. Synonyms in common use are atrophic arthritis, infectious 
arthritis and proliferative arthritis. 

Since earliest times certain cases of rheumatoid arthritis have 
been attributed to emotional shock. Paulus Aegineta,’ who lived 
in the sixth or seventh century wrote, “ Sorrow, care, watchfulness, 
and the other passions of the mind not only excite an attack of the 
disorder, but also generate a cacochymy either primarily or in- 
cidentally.”” Llewellyn Jones ? wrote in 1909 “ that mental shocks, 
continuous anxiety and worry may determine the onset or pro- 
voke an exacerbation of rheumatoid arthritis, is, I think, beyond 
question. Nearly all writers from Charcot onwards have remarked 
the frequency with which some such depressing influence has been 
at work.” The discussions of the relation of nervous function and 
tendon, joint and bone disorders by Jelliffe,* and Jelliffe and 
White,* are of great interest from this point of view. Perhaps the 
clearest discussion of this factor as specifically related to rheumatoid 
arthritis is that by Millard Smith * in 1932. Fifty-two of 102 cases 
gave evidence of “ depleting and unbalancing experiences ” which 
were closely related to the onset of their arthritis. Of these, 11 
suffered emotional trauma alone, 28, physical trauma alone, and 13, 
combined emotional and physical trauma. Discussing it further he 
states, ““ Unfortunately, focal infection complicates the greater por- 
tion of the cases showing physical and emotional trauma, so that 
were the role of the latter to be judged in such cases alone it would 


* From the Department of Psychiatry, College of Physicians and Surgeons, 
Columbia University, and the Arthritis Clinic, Presbyterian Hospital, New 
York City. 

Read at the ninety-second annual meeting of The American Psychiatric 
Association, St. Louis, Mo., May 4-8, 1936. 
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lose much significance. Occasional instances, however, allow us to 
place significant emphasis upon emotional and physical trauma.” 
He then gives two cases, one illustrating purely emotional and the 
other purely physical trauma and goes on to say, “ These two 
patients, and occasional others of a similar type, are strong evidence 
for the hypothesis that emotional and physical trauma can be the 
cause of atrophic arthritis. Furthermore, the very high incidence 
of these factors in the patients in this series who do have focal 
infection would indicate that they are of importance. ... . It is 
equally as reasonable to explain the production of neurologic and 
vascular reactions leading to the constitutional configuration of the 
rheumatoid syndrome and the actual production of atrophic ar- 
thritis, as it is to explain the marked physical changes associated 
with hysterical states as being brought about by mental conflict. 
The disease cannot be contemplated clinically without gaining the 
conviction that it :s associated with profound physiologic depletion. 
Aside from infection, there is no more important cause of physio- 
logic depletion than that of emotional and physical trauma or 
strain.” * 

In addition to these specific statements on the role of emotional 
trauma in certain cases of rheumatoid arthritis, the best clinical 
descriptions of the disease have emphasized a group of prodromal 
and concurrent symptoms, chiefly vasomotor and gastrointestinal, 
which are readily recognized as often due to emotional disturbances. 
Llewellyn Jones, particularly, pointed out that these symptoms 
often had been present for months or years before there was any 
evidence of arthritis, although, to be sure, he interpreted these 
symptoms as the first insidious signs of toxemia or infection. 

With these facts in view it seemed desirable to determine if 
possible just how frequent the occurrence of serious emotional 
disturbance is before the frank onset of the disease. At this point 
a difficulty arises ; namely, what is to be interpreted as evidence of 
serious emotional disturbance? Since it is known that often severe 


* Since this paper was written my attention has been called to the recent 
paper of Nissen and Spencer, The Psychogenic Problem (Endocrinal and 
Metabolic) in Chronic Arthritis (New Eng. Jour. Med., 214: 576, 1936. 
March 19) which discusses the etiological and therapeutic implications in 
considerable detail. The authors come to the conclusion that the etiology 
of a large number of cases should be looked for in the psychical realm and 
they draw the corresponding deduction as to therapy. 
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conflict may be going on unconsciously and only show itself in a 
neurosis relatively devoid of affect, or in a character disturbance, 
it seems reasonable to include neuroses and character abnormalities, 
as well as the conscious emotional disturbances under the term 
emotional disturbance. 

The patients studied, who presented the typical findings of 
rheumatoid arthritis, were observed in the Arthritis Clinic or in the 
medical wards of the Presbyterian Hospital. There was no special 
selection of patients, except that in general the younger patients 
and those who could speak English readily were chosen. Many 
of them were interviewed at length only once, while a few were seen 
many times over a period of months. 

The results were quite striking. Of 31 patients interviewed, all 
showed a fairly severe emotional disturbance of one kind or 
another, which had been present before any sign of arthritis. There 
was one group of g patients which was particularly characteristic ; 
arthritis in these cases developed weeks or months after the be- 
ginning of a depression, and in many cases the symptoms of the 
depression became less marked after the arthritis developed. 


CASE 1.—A married negress of 31 had had two attacks of rheumatoid 
arthritis in the past two years, making a fairly complete recovery from the 
first attack. She was the youngest of a large family, the favorite of her 
very severe, autocratic father, of whom she was very much afraid. She 
married at 19 and the following day ran away from her husband, still a virgin, 
evidently afraid of intercourse. She later became reconciled and made a 
satisfactory sexual adjustment. She was very fearful of childbirth, and after 
having a very difficult time with her first three pregnancies left her husband 
when he refused to use contraceptive measures, and returned to live with 
her mother, to whom she became very much attached. When her mother 
died two years ago she became depressed, thought constantly of dying, 
could not sleep and feared she was going insane. Three weeks after her 
mother’s death she developed arthritis in the right hand. The arthritis and 
the depression both cleared up after about eight to ten months. 

In the past six months she has found herself very much attracted to a man 
who wants to marry her. He, however, insists that if they do marry she 
must have one or two children for him, and this, she says, she will never do. 
She is under constant sexual tension, yet is afraid that if she has an affair 
with him, she will be so overwhelmed by sexual desire that she will become 
a prostitute. She has never masturbated—‘“ it is bad, dirty, disgusting and 
dangerous.” Two months ago there was a recurrence of arthritis and with 
this a lessening of the conscious sexual tension. 
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CASE 2.—A married pressman of 67 had had rheumatoid arthritis for about 
two years. As a boy and young man he was timid about sex. He has 
four children and has lived a quiet life. With the depression, pay cuts started, 
so that about three years ago he began to worry about losing his home. 
He became depressed, lost weight, could not sleep, had many bad dreams, 
was agitated and would pace the floor wringing his hands. He was self- 
accusatory about a trivial incident in the past and kept torturing himself 
about it, although his family assured him it was of no importance. After 
about a year of this he developed typical rheumatoid arthritis. At present his 
mental state is much better and the arthritis is becoming less active. He 
believes that the mental factor is the most important one in his illness. 


The rest of the patients are difficult to classify. There were 
several cases with frank hysteria, several with anxiety hysteria, 
and one with an obsessional neurosis ; most of the patients had had 
hysterical symptoms of moderate severity, such ag frigidity, ejacu- 
latio przcox, gastro-intestinal disturbances and the like. The rule 
was to find that for years the patient had been neurotic, then an 
unusually severe conflict developed, and in the midst of this struggle 
arthritis appeared. The sexual adjustment of most of the patients 
was inadequate; the women usually thought sex disgusting, and 
many were so reticent that it was impossible to obtain any details. 
All of the women who were asked about masturbation denied it; 
some said they had never heard of it ; others spoke of it with horror 
and disgust and believed the usual stories of its dangers to the 
mental and physical health. 


CaAsE 3.—A married woman of 40 had had rheumatoid spondylitis for 
13 years. Until her marriage at 20 she had been strong and healthy. Her 
husband had proved to be completely impotent throughout the 20 years of 
married life. Three months after marriage she began to have attacks of 
stomach trouble with nausea and vomiting which would last several weeks 
and then clear up. She suffered acutely from unsatisfied sexual desire for the 
first 10 years, and also was in a terrible conflict whether or not to leave 
her husband. She never masturbated and never had any affairs. About 13 
or 14 years ago something “terrible” happened, the nature of which she 
refused to reveal, and she was very much upset. Following this incident 
she began to have frequent attacks of severe tonsillitis, and then pain in her 
heels. Immediately after a tonsillectomy she became as “ stiff as a board,” 
and since that time the stiffness of the spine has gradually developed, so 
that at present it is quite rigid, although the pain has been less in the past 
two years. 


Case 4.—A girl of 13 had had Still’s disease (rheumatoid arthritis) for 
six months. She was an only child. At the age of five she began to be afraid 
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of the dark and of going to bed alone, and after falling out of bed one night 
always slept with her mother, displacing her father. Her father died when 
she was six, and she has continued to sleep with her mother until the present 
time, and the fear of the dark is still present. Until the present illness 
she had been strong and healthy, though rather old for her years, which 
her mother attributed to her growing up with older people. The mother’s 
whole life is bound up in her child; she works all day, comes home, has 
supper and at 9 o'clock goes to bed with her daughter. After the father’s 
death she and her mother made their home with the mother’s parents, and 
the patient was cared for by her grandmother while the mother was away 
all day at work. 


Seven months ago the patient’s grandmother became ill, and, after about 
three weeks, died. During this illness the whole house was thrown into a 
turmoil; the girl did a lot of extra work, but did not seem like herself— 
she was very upset, could not eat, slept badly, lost weight and strength 
and became very pale. About two weeks after the grandmother’s death 
the arthritis appeared and has progressed slowly since. She and her mother 
think that the shock of her grandmother’s illness had something to do 
with bringing on her own illness. 

If time permitted, other cases could be cited in greater detail 
which would bring out the relationship of emotional disturbance to 
the onset and course of rheumatoid arthritis even more strikingly. 
In a general survey of this kind it is, of course, impossible to draw 
any far-reaching conclusions about the etiology of rheumatoid 
arthritis, but certainly the observations here presented confirm pre- 
vious clinical impressions, and demonstrate that significant emo- 
tional disturbances precede the onset of rheumatoid arthritis, not 
only in a certain number, but in a surprisingly large proportion of 
cases—in this series, all of them. In view of these findings further 
investigation by psychoanalysis should make it possible to estimate 
the relative importance of the psychic factors in the etiology of 
rheumatoid arthritis. This will be undertaken in the near future. 


APPENDIX. 


Brief summaries of the first 20 cases in this series are given 
below. Space limitations prevent including abstracts of the entire 
series. The psychiatric aspects of the first four cases were reported 
in the body of the paper. With the exception of these, the cases 
are given in the order in which they were seen by the writer. The 
age of the patients is the age at the time of the psychiatric interview. 

An excellent discussion of rheumatoid arthritis, including the 
significance of the physical and laboratory findings here reported, is 
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in Dawson's recent chapter “Chronic Arthritis,’ Nelson New 
Loose-Leaf Medicine (1935). In the abstracts below E.S.R. 
stands for erythrocyte sedimentation rate, by Westergren’s modifi- 
cation of Fahraeus’ technic; G.C. complement fixation is gonococ- 
cus complement fixation; strep. agg. is the streptococcus aggluti- 
nation reaction. 


CAsE 1.—A married negress of 31, separated from her husband, admitted 
to clinic, 10-23-31; still being followed. She came to the clinic first for 
chronic salpingitis of five or more years’ duration. She then disappeared 
and was not heard from again until 3-2-34, when she appeared with arthritis 
of two months’ duration. At that time it involved the fingers, wrist and 
elbow on the right. The left index finger had been involved but had recovered. 
A month before the onset of arthritis she had been sick with chills, dysuria 
and frequency. There was evidence of pelvic inflammation at the time and 
the diagnosis was thought to be gonorrheal arthritis. Wassermann negative. 
The arthritis improved greatly with physiotherapy and gynecological treat- 
ment and in July, 1934, she was practically well. She was not seen again until 
11-20-35, when she appeared with fusiform fingers, a swollen left wrist and 
involvement of the temporo-mandibular joint and both ankles of several 
weeks’ duration. This had come on after she had been sick a week or two 
with a cold. E.S.R. 44, Strep. agg. negative, G.C. complement fixation 
negative. 

In view of the appearance and history and negative G.C. fixation her case 
was reviewed by the staff of the clinic. All agreed to the diagnosis of rheuma- 
toid arthritis and felt that the first attack was also rheumatoid. 

Psychiatric interview, 12-4-35. 


CasE 2.—A married man of 67, admitted to hospital 4-4-34; discharged 
4-14-34; still being followed in clinic. At time of admission he had had joint 
pains, swelling of right wrist and left ankle for a year. Later shoulders, 
elbows and one knee involved. Sedimentation rate varied around 100. Strep. 
agg., at first doubtful, became positive in increasingly great dilution; the last, 
3-15-36, was positive, 1:1280. Secondary anemia present most of the time. 
X-rays showed a generalized osteoporosis, with marked joint changes in wrists. 
Slight proliferative changes were present in the spine and knees. Sinuses were 
cloudy. Old pulmonary tuberculosis on the right. In the two years he has 
been followed in the clinic he has gradually improved, but not without re- 
lapses at times. He was felt to have typical rheumatoid arthritis with some 
hypertrophic arthritis in addition, but no more than could be expected at 
his age. 

Psychiatric interview, 10-2-35. 


CasE 3.—A married woman of 40, admitted to clinic 4-16-34; still being 
followed. Twelve to thirteen years ago began to have frequent tonsillitis, 
followed by pain in the heels. Tonsillectomy relieved the sore throats but 
was followed immediately by stiffness and pain in the spine. Condition of 
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spine has gradually progressed, and other joints have been involved at inter- 
vals—chiefly without objective signs, except for swelling of left metacarpo- 
phalangeal joints and several toes on the right. General health otherwise 
good, except for intermittent stomach trouble of many years’ duration. E.S.R. 
up to 117 at times. Strep. agg. negative. R.B.C. 4,300,000, Hb. 79. X-ray of 
spine—typical of rheumatoid spondylitis (Marie-Striimpell). Apparently a 
papilloma in wall of the gall bladder which otherwise functions well. 

A rare case—rheumatoid spondylitis in a woman. 

Psychiatric interview, 10-30-35. 


Case 4.—A single schoolgirl of 13, admitted to hospital 11-11-35; discharged 
11-20-35; still being followed in clinic. Stiffness, swelling and pain had been 
present in wrists, ankles and knees for six months at time of admission. 
Loss of twenty pounds weight. Eighteen months before had had otitis media, 
and fourteen months before had had tonsillitis followed by tonsillectomy. 
Examination showed a chronically ill girl. Moderate pallor. Heart slightly 
enlarged. Spleen palpable. Wrists swollen; fusiform swelling of proximal 
interphalangeal joints. Motion of left elbow limited by pain. Atrophy of 
muscles of forearms. R.B.C. 3,750,000. Hb. 74. W.C. 10,800. E.S.R. 58. Strep. 
agg. negative. X-rays of hands showed a little generalized osteoporosis. 
Typical early Still’s disease (rheumatoid arthritis in a child). 

Psychiatric interview, 11-22-35. 


CASE 5.—A married man of 45, admitted to hospital 8-5-35, discharged 
9-22-35; still being followed in clinic. Two years before admission began 
having pain in the back. Six months ago wrists became painful and swollen, 
and since then all joints have been painful, though there have been few ob- 
jective signs. Examination showed swelling of interphalangeal, metacarpo- 
phalangeal, wrist, ankle and knee joints. Spine stiff and painful to move. 
Mild catarrhal conjunctivitis and episcleritis of type often seen in R.A., a 
papulo-vesicular rash on forehead. R.B.C. 5,400,000, Hb. 96, W.C. 4,920. 
Wassermann negative. E.S.R. 105. Strep. agg. negative. X-rays of spine 
showed nothing of note. The pain in all joints was greatly out of propor- 
tion to the objective findings in the joints—the type of rheumatoid arthritis 
often called “ fibrositis.” 

Psychiatric, 9-22-35 and following. Father strict, stingy, gave many beat- 
ings, mean to wife. Patient grew up to hate him but was very devoted to his 
mother. Knew little of sex and has never masturbated in his life. Always 
very healthy and powerful with great pride in his strength. Came to America 
when about twenty and started soon to go often with prostitutes and to 
gamble. Married at 25 but had little deep feeling for his wife. He earned 
a good deal of money but never saved anything because of the gambling. 
Wife in addition to three children was pregnant many times and had five 
or six induced abortions. Sexual relations nearly every night, rapid ejacula- 
tion. Wife had no interest and obtained satisfaction perhaps once or twice a 
year. Felt weak in the back after coitus interruptus, couldn’t stand condoms. 
In the past five years work has been hard to get and his gambling has been 
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greatly curtailed. About four years ago mother died and for months he felt 
very depressed—* 

About 23 years ago wife had an abortion and nearly died from hemorrhage. 
Recovered but the experience gave him a bad scare and also she reproached 
him for not giving her enough money to go to a good abortionist. He felt 
badly and began to reproach himself for his life. Developed pain in the 
back, gradually became more and more depressed, couldn't sleep, thought 
constantly of suicide, nauseated a great part of the time. Arthritis gradually 
developed. 

Comment.—An extremely narcissistic individual with a severe character 
disorder as shown particularly by the gambling. In recent years he lost his 
mother, his opportunity to gamble, and then indirectly nearly caused his wife's 
death. Following this—depression and arthritis. 


didn’t know what I was going to do.” 


CasE 6.—A single man of 40, admitted to hospital 9-5-35, dicharged 
10-9-35. Four months ago following “bronchitis” (of cardiac origin) de- 
veloped painful, swollen knees, and later, left hip, ankle and right elbow. 
History of gonorrhea and syphilis 15 years ago. Examination showed un- 
equal pupils, enlarged heart with the murmurs of aortic insufficiency. B.P. 
150/30. Boggy prostate. Right elbow and both knees swollen and motion 
limited, marked atrophy of muscles about the affected joints. R.B.C. 3,030,000. 
Hb. 63. Wassermann positive in blood and spinal fluid. G.C. complement 
fixation negative. E.S.R. 130. Strep. agg. negative. Prostatic smears nega- 
tive for gonococcus. X-rays of joints negative. 

Diagnosis.—C.N.S. syphilis, syphilitic heart disease with aortic insufficiency. 
Rheumatoid arthritis. 

Psychiatric, 9-26-35. From well-to-do Mexican family. Father very strict, 
patient very devoted to mother. At age of 7 started running away from 
home frequently, for no reason he knows of. At 13 ran away for good. 
At sea as sailor from age 17-30. Last ten years odd jobs as fireman or 
porter. Never married. For past 6-8 years has lived with a younger sister 
who had been deserted by her husband, and helped support her and her 
children. When he first became ill and was told he had heart trouble, he 
became very depressed and discouraged; felt he was useless and a burden on 
those he cared for. The joints developed two or three weeks after this. 

Comment.—When this case was first reviewed it seemed as if no psychic 
factor of significance had been demonstrated. It was only after many other 
patients had been itterviewed, and the frequent occurrence of arthritis fol- 
lowing a depressive reaction had been noted, that it was apparent that the 
same sequence of events had occurred here also. 


Case 7.—A married woman of 56, admitted to hospital 9-26-35, discharged 
10-27-35. Sixteen months before admission had a sudden, severe attack of 
pain in the whole right side of the body, and shortly afterwards the left side 
became “ stiff.” Following this developed pain in knees, ankles, toes, hands, 
wrists, elbows, shoulders. Frequent attacks of intense, spasmodic pain, last- 
ing from a few minutes to several hours. Four months before admission 
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tonsillectomy without improvement. Severe headaches for years; attacks 
R.U.Q. pain for years. Uterine bleeding followed by hysterectomy twelve 
years ago. All teeth removed for headaches year ago. Examination showed 
knees swollen and motion limited, ankles tender, spindle fingers with swollen, 
proximal, interphalangeal joints. Chronic bilateral otitis media, chronic 
mastoiditis (by X-ray) both low grade. B.P. 130/68. R.B.C. 3,880,000. 
Hg. 66. E.S.R. 108. 

Psychiatric, 9-27-35 and following. Very good as child, never whipped 
or chastised in any way. Told to do what was right and always did it. 
“ Never any sickness till marriage.” Following marriage at 16, which was 
contrary to her mother’s advice, she developed severe headaches. Some years 
later all teeth were extracted to cure the headaches, but without relief. Could 
never use false teeth for any length of time—the upper plate made her gag. 
From 30 on had uterine bleeding, intermittent hypertension, headaches, “ gall 
bladder” attacks. At 41, mother died and for months she was melancholy. 
At 44, hysterectomy. At 48 oldest son died; again melancholy for months, 
thought she would go insane. During this period hypertension, which was 
always intermittent, became worse (200+). At 55 sudden onset of arthritis 
without any known preceding upset; with this hypertension disappeared. 
Marriage a great disappointment; husband inadequate. Would not reveal 
any details of sexual life. Glories in her suffering and patience, and her lack 
of any feelings of envy, resentment or the like. She has two kinds of pain, 
one of excruciating, spasmodic type lasting a few minutes, and the other a 
localized pain in a joint produced by motion. During the first interview. 
while she was telling what a good daughter she had always been to her mother, 
she suddenly had an attack of severe pain lasting 1-2 minutes, perspired, 
clenched her teeth and seemed in real agony, while the expression of her face 
was that of combined horror and pain. She said during such attacks very 
disagreeable thoughts come to her mind and she wants to commit suicide, 
but will not tell what the thoughts are. The arthritis began with an attack 
of this kind and only afterwards did anything develop in the joints. 

Comment.—Extremely overconscientious and masochistic. At least two 
depressions. Many of symptoms in past sound hysterical. 


Case 8.—A married woman of 54, admitted to clinic 2-13-31; still being 
followed. At time of admission presented typical rheumatoid arthritis of 
14 years’ duration affecting wrists, fingers, elbows, shoulders, knees, ankles 
and feet. For years had had digestive disturbances usually with diarrhea, 
and preceding the onset of arthritis had had a particularly severe attack of 
diarrhea diagnosed intestinal grippe. E.S.R. 62. Strep. agg. positive. X-rays 
a year later showed the characteristic changes in the carpal and metacarpo- 
phalangeal and proximal interphalangeal joints. 

Psychiatric, 10-2-35. An only child, rather spoiled, she thinks, but brought 
up with a great sense of respect due older people. At 17 came to America 
on a visit; stayed and married at 21. Knew practically nothing of sex, but 
husband very considerate, and there is no difficulty on that score. Feels 
it is not necessary for girls to know anything about sex before marriage. 
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Very embarrassed to speak of it. Since childhood has had an easily upset 
stomach with frequent attacks of nausea and vomiting. Anxiety often caused 
diarrhea. Disgusted by anything fat or greasy. Has a passion for cleanliness, 
washes hands dozens of times a day, insists that all the family towels be 
washed every day, etc. For about six months before the onset of arthritis 
had profuse diarrhea called “intestinal grippe” and shortly before the 
joint symptoms appeared was profoundly shocked by the death of an elderly 
woman of whom she had been very fond. Since the arthritis, has been quite 
depressed. 

Comment.—A woman with an obsessional neurosis of years’ duration and 
functional gastrointestinal symptoms. 


CAsE 9.—A married woman of 55, admitted to clinic 10-25-29; still being 
followe l. At time of admission had had arthritis for three years, beginning 
first in .ight shoulder, wrist and hand and left elbow. A year before the 
ankles and feet were affected, the feet gradually becoming deformed. Ex- 
amination showed swelling and tenderness of wrists, metacarpophalangeal, 
interphalangeal and ankle joints. The right shoulder, both hips, the meta- 
tarsals and heels were tender and painful on motion. X-ray of hips negative, 
of hands showed decalcification of all bones and narrowed joint spaces. In 
the course of the next six years she ran an up and down course with gradual 
progress of the joint damage, though there were periods of considerable 
improvement. The E.S.R. fluctuated more or less parallel with the clinical 
condition from 18-70. Strep. agg. positive 1: 640. It was discovered that 
two years after the onset of the arthritis she had taken 135 bottles of a radio- 
active mineral water over a period of two years. This had not noticeably 
helped the arthritis, but had resulted in her being radio-active as shown by 
electroscopic tests, and in bone changes thought to be due to radium. In 
addition she had occasional severe attacks of pain in the bones, also thought 
to be related to radium poisoning. In 1932 a ureteral calculus was removed 
by open operation and in 1934 a gangrenous appendix removed. In the first 
part of 1936 she was having dizzy spells and nocturia; blood pressure previ- 
ously under 150 had risen to 180/96. 

Psychiatric, 10-4-35. Father “ wonderful”—both father and mother to 
her. Mother—beautiful, dramatic, vain, selfish, very cruel to husband and 
children. Nail biter as small girl. Married at 17 to get away from constant 
altercation at home. No sexual instruction, disgusted by relationship at first, 
later developed a mi!d interest. Occasional sexual excitement (particularly 
after 35) from erotic stories; never masturbated. At 40 gave up stage which 
had been her life work and soon lost all her money. Worked for a time 
in a doctor’s office but the crying children upset her a great deal and gave 
her a peculiar creeping sensation all over the body. Always had a violent 
temper, flying into rages over trivial things, smashing dishes, etc. Very 
sensitive, feelings easily hurt, cried at the slightest provocation, although 
takes serious matters like death without any show or much feeling of emo- 
tion. About age of 40 made a great effort to control her temper and has 
had few outbursts since then. About the time arthritis started she began biting 
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her nails again and continues to do it constantly, although she is very 
ashamed of it and wears gloves constantly to conceal it. Many terrifying 
anxiety dreams. 

Comment.—Strict chronological relation between outbreak of arthritis and 
emotional disturbance did not appear in one interview. However, changes 
in her behavior about age of 40 indicate an increasing tension. Arthritis 
began about age 45-46. 


Case 10.—A girl of 11, admitted to Babies Hospital 9-24-35, discharged 
12-5-35; admitted to Presbyterian Hospital 1-2-36, discharged 1-13-36; still 
being followed in clinic. Nine months before admission developed intermit- 
tent urticaria followed in a few days by pain in one arm and in the right 
knee. Then developed pain, tenderness and swelling in other joints, with a 
fever of 104. The condition has slowly progressed since then, although the 
temperature has been only moderately elevated. Examination showed 
chronically ill appearance, pallor, throat slightly red. Enlargement of all first 
interphalangeal joints, swelling and tenderness of wrists, elbows, shoulders, 
knees, ankles. Marked muscular atrophy. R.B.C. 4,650,000. Hb. 68. E.S.R. 
120. Strep. agg. negative. Wassermann negative. X-rays showed marked 
osteoporosis of bones adjacent to knees, wrists and elbows and narrowing 
of joint spaces. Heart somewhat enlarged. 

Diagnosis.—Typical Still’s disease (rheumatoid arthritis) in child of 11. 

Psychiatric, 10-4-35 and following (information from mother). Patient 
has one older brother of 14 and a younger one of 8. Three years ago her 
father and mother separated and she was sent to live with her mother’s sister. 
Was very unhappy and depressed. A very obedient child, rarely in trouble. 
Never asked any questions about sex. Before the urticaria had many terrify- 
ing dreams of snakes, kidnapping, etc. The dreams disappeared with the 
development of the arthritis. Interview with the patient revealed only sug- 
gestive material pointing to jealousy of younger brother and boys generally, 
conflict over genital feelings of some sort, a very strong attachment to mother 
which seemed to be a reaction formation against hostility. It was impossible 
to get her to talk in a few interviews about the parents’ separation. She was 
the type that stands suffering well, rarely complained even when having 
considerable pain. 

Comment.—Apparently severe anxiety preceded illness and disappeared to 
a considerable degree when the illness developed. 


CAsE 11.—A married woman of 48, admitted to clinic 4-20-31; still being 
followed. First symptoms at age of 40 with pains in the left arm, later left 
ankle and foot. Gradually in course of about two years almost all joints 
except spine were affected. For past year or more, pruritis vulvae and ani. 
Examination showed swelling and tenderness of wrists, fingers, ankles, while 
other joints, except spine and hips, were painful on motion. Marked atrophy 
of muscles of hands. E.S.R. 52. Strep. agg. positive 1: 2560. Typical 
rheumatoid arthritis of four years’ duration. Patient has continued at the 
clinic until the present time; received a variety of courses of injections; 
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had a tonsillectomy. For two years or more has been having menopausal 
symptoms. At present the arthritis, now of eight or nine years’ duration, is 
still somewhat active. 

Psychiatric, 10-9-35. The fifth of nine children, mother’s pet. Married at 
28, husband nearly completely impotent. This was a constant source of dis- 
satisfaction, often became excited from sexual intercourse and then unable to 
sleep all night. Constantly thinking of leaving him, yet couldn’t bear to hurt 
him. About age of 38-39 noticed more sexual desire than before and lack 
of satisfaction bothered her more than ever. Never masturbated. In past 
two years, since appearance of menopausal symptoms, has had no conscious 
sexual desire. 

Comment.—No adequate sexual adjustment. Arthritis began following a 
period of increased sexual desire without any outlet. 


Case 12.—A married woman of 47, separated from husband, admitted to 
clinic 7-25-34, still being followed. Rheumatoid arthritis involving fingers, 
wrists, shoulders, hips, knees and ankles. The patient came first to the clinic 
three weeks before the onset of joint symptoms complaining of nervousness 
of some months’ duration. Three weeks later, coincident with a sore throat, 
joint symptoms appeared first in one wrist and then extended to the other 
joints mentioned above. Removal of chronically infected tonsils had no 
clear cut effect on the course of the illness which progressed steadily for 
several months. Striking improvement occurred coincident with the ad- 
ministration of cod liver oil and continued for three and one-half months, 
and then was followed by a severe relapse while she was still on cod liver 
oil. During about two months in the hospital she again improved and has 
made a gradual improvement since. In addition to the characteristic deformity 
of the affected joints she showed during the height of the relapse: T. 101, 
P. go, chronically ill appearance. Heart slightly enlarged. Secondary anemia. 
R.B.C. 3,950,000, Hb. 65, W.C. 13,080. E.S.R. 142. Strep. agg. negative. 
Wassermann and G.C. complement fixation negative. X-rays showed general- 
ized decalcification of the bones of the hands and wrists with slight, fusiform, 
periarticular swelling but no changes in joint spaces. 

Psychiatric, 10-9-35. Brought up very strictly with severe discipline. Strict 
admonitions regarding sexual activity. Very resentful of treatment and 
married at seventeen largely to get away from restrictions at home. Mar- 
riage never wholly satisfying though sexual relationship said to be normal. 
Nine years ago left husband. Conscious sexual tension but no masturbation 
or other outlet. For several years preceding the arthritis she cared for her 
mother who was dying of cancer. This entailed considerable personal sacri- 
fice and some conflict because she still felt resentful about the way she 
had been treated as a girl. She began to get depressed as she saw the end 
approaching and, following her mother’s death in April 1934, became more 
depressed, couldn’t sleep, reproached herself for not doing things for her 
mother. She improved somewhat but was still very nervous and quite de- 
pressed when arthritis developed in August of the same year. 


om 
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Conument.—Background of strict morality; mild melancholia follows death 
of mother and during this arthritis develops. Usual signs of infection. 


CAsE 13.—A married woman of 42, admitted to clinic 9-29-32; still being 
followed. She first developed arthritis in 1921, and since then it has gradually 
progressed until fingers, wrists, elbows, ankles and feet have become involved. 
Left ankle completely, and the right elbow partially ankylosed. E.S.R. 14. 
Strep. agg. positive 1: 160; several years later 1: 2560. X-rays in 1934 showed 
diffuse decalcification of all bones and marked destructive changes in all 
the affected joints. 

Psychiatric, 10-11-35. Youngest of eight children. Father a very severe, 
strict man, died of asthma when patient was six. She was always very 
sensitive, a very good child. Brought up a strict Presbyterian. Married in 
1914; sex at first disgusting, later better, and was very happy. About 1919 
husband began to drink and soon was a confirmed alcoholic. At first when 
she got angry she used to fight, but about the time she developed arthritis 
in 1921, she had changed, and always tried to control her feelings. Came 
to this country in 1922 to escape the liquor problem but without success. 
His drinking and her arthritis got worse and worse. She is very reticent 
and embarrassed about speaking of sex; for years has had no sexual feeling. 
Has many nightmares of falling, being chased or attacked. 

Comment.—Character neurosis—overconscientious, masochistic. Arthritis 
followed the collapse of her marriage when husband became alcoholic. 


Case 14.—A married man of 29, admitted to clinic 10-7-35; still being 
followed. Four years ago had attacks of sudden sharp cramp-like pains in 
hip, lasting a few minutes. About a year later back became tender and stiff 
for a few months. About two years ago back became very stiff and painful 
again, and swelling appeared at the sacroiliac junction and also at sterno- 
manubrial synchondrosis. Small amount whitish urethral discharge. Ex- 
amination showed a rigid spine, except in cervical region. Swelling of 
sterno-manubrial synchondrosis and of sacro-coccygeal junction. X-rays 
showed the typical decalcification of spine and pelvis with calcification of 
spinal ligament and narrowing of the interarticular facets found in rheuma- 
toid spondylitis (Marie-Striimpell). R.B.C. 4,500,000. Hb. 80. Wassermann 
negative. G.C. complement fixation negative. E.S.R. 56. Strep. agg. doubtful. 

Psychiatric, 10-11-35 and following. The only boy and the youngest of 
three children. Made much of and managed by mother and sisters, and 
rebelled a good deal against it. Around ten seduced by other boys, and fol- 
lowing this, almost constantly conscious of sexual desire. Masturbation 
started at 12; father told him each drop the equivalent of a half pound 
of flesh and blood. Fought hard against it but continued nevertheless. At 
12, while taking a bath put finger in rectum, had sexual sensations, and a 
ring came off and was lost. When 16 or so, the slightest sexual excitation 
caused ejaculation. Sexual relations started about 17-18; marked ejaculatio 
precox. Great fear of getting girl pregnant and of venereal disease. Con- 
stant conflict about sex continued. Pain in the groin (7. ¢., “hip” of medical 
history) began 4-5 years ago. Four years ago lost a good job. Three and 
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one-half years ago married on inadequate salary. Marked ejaculatio precox. 
Severe back trouble began with wife’s first pregnancy three years ago. 
Following birth of this child was in a “ terrific nervous state,” very depressed, 
irritable, feared losing control of himself. Back gradually became worse. 
Several outbursts of rage with swearing and weeping started by trivial 
incidents. As this history was revealed in several interviews the patient 
was surprised at his inability to recall incidents which at times amounted 
to a real amnesia for some events even in the last 10-15 years. He was very 
concerned about the-ring incident at the age of 12, felt very guilty and 
ashamed ; he had seriously wondered whether the ring might not have stayed 
in his rectum all these years and been responsible for the back trouble. He 
pointed out the swollen sacro-coccygeal joint and wondered whether the 
swelling could be the ring working its way out. 

Comment.—The relation between emotional turmoil and onset of arthritis 
is clear. His emphasis on the anal incident encourages speculation as to the 
role of psychic factors in the localization of arthritis in the spine in his case. 


CasE 15.—A married woman of 30, admitted to clinic 5-16-35, still being 
followed. Five years ago following miscarriage, swelling of joints of hands 
and feet occurred. Intermittent course since then. Examination showed 
characteristic fusiform swelling of the proximal interphalangeal and meta- 
carpo-phalangeal joints of all fingers; corresponding swelling of the toes; 
slight swelling of elbows; subcutaneous nodules near elbows. Chronic maxil- 
lary sinusitis. E.S.R. 56. Strep. agg. positive 1: 2560. No anemia. 

Psychiatric, 10-16-35. Born in Germany, the oldest of four children. Her 
mother died when she was six, her father when she was ten; following her 
mother’s death she was separated from the other children and brought up 
by a paternal aunt. She was brought up strictly in a middle class family, 
watched constantly, received no sexual instructions and was horrified when 
she suddenly began to menstruate. Believed babies were born through navel 
until she herself had a miscarriage at 25. She came to this country when 17 
or 18 and worked as a waitress in a restaurant until she married five years 
ago. For the first few months of marriage she was very happy, sexual 
adjustment was satisfactory. She became pregnant soon after marriage and 
at the same time they began to have financial difficulties. When this hap- 
pened she regretted the pregnancy of which she had been rather fearful since 
the beginning. When she was four months pregnant she had a spontaneous 
miscarriage which occurred after she had put up some shelves. Her husband 
had told her not to do this since it might cause a miscarriage, but she had 
disregarded this warning. Following the miscarriage she felt very blue and 
kept reproaching herself for causing it. She lost weight, had some vaginal 
bleeding and became very weak and run down. Two to three months after 
the miscarriage the arthritis began and has since slowly progressed with 
fluctuations in severity. Since the miscarriage she has rarely had any satis- 
faction from sexual intercourse and attributes this partly to fear of another 
pregnancy. She is sexually excited by intercourse, is unable to sleep for 
several hours afterward and the following morning her joints are more pain- 
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ful and swollen. At times thinks of masturbating but never has done it, 
and never would because she has heard it causes insanity. Other emotional 
disturbances, ¢.g., during arguments, are followed by an increase in joint 
symptoms and sometimes by a cold. Her husband is unhappy and says she 
doesn’t love him because of her lack of interest in intercourse, and there have 
been many arguments as a consequence of their mutual dissatisfaction. 
Comment.—Arthritis developed during a depression which followed a 
miscarriage. The course is markedly influenced by the continuing conflicts. 


Case 16.—A married woman of 61, separated from her husband, admitted 
to clinic 4-4-34, still being followed. Pain and swelling of joints of three 
years’ duration. Examination showed typical findings of rheumatoid arthritis, 
involving hands, fingers, knees, spine, hips. Tonsils infected. E.S.R. at first 
normal, later (1935) 78. Strep. agg. at first negative, later (1935) positive 
1: 160. Since coming to the ciinic her illness has followed the usual up and 
down course. Tonsillectomy in 1934 had no noticeable effect. 

Psychiatric, 10-23-35. Reared very strictly; never allowed to go out with 
men until 23. Married at 23 or 24, no children by mutual choice. Didn’t care 
much about sexual life. Husband very aggressive, violent tempered, had 
occasional affairs with other women. She was “broad minded” about it. 
Was in fairly good health until business became bad and she began to have 
trouble with her husband. They lost practically everything and her husband 
ran off with another woman sometime between 1929 and 1931, following which 
she became very despondent and had “ melancholia” for several years. The 
arthritis began during this time. She is now better emotionally but still 
not well and realizes that she is not quite normal. During the interview she 
became quite upset and two weeks later reported that the arthritis seemed 
worse and that it usually was worse after being upset emotionally. 

Comment.—Arthritis developed during a depressive reaction precipitated 
by the loss of money and husband. 


Case 17.—A married woman of 41, admitted to clinic 1-25-34; still being 
followed. She came to the clinic first for pregnancy and at that time had 
no arthritis. She did not return again until May, 1935. At this time she had 
had several swollen finger joints for six months and gave a history of recur- 
rent sore throat until tonsillectomy five years before and frequent mild 
attacks of sore throat since. Examination showed typical fusiform swelling 
of fourth right and second left proximal, and right index distal, inter- 
phalangeal joints. Edema over dorsum left foot. A small nodule in right 
lobe of the thyroid (asymptomatic). E.S.R. 14. Strep, agg. positive 1: 160. 
She improved during the summer, but in October reappeared much worse, 
and then all the proximal interphalangeal joints except fifth left were in- 
volved and presented such a typical appearance that a photograph was made 
for teaching purposes. 

Psychiatric, 10-25-35. Father very peculiar. Spent his time reading while 
his wife managed the farm with the aid of their ten children; he was very 
strict, insisted on absolute quiet and would roar with rage at the slightest 
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noise. The children were all terrified of him and devoted to their mother. 
The patient received no sexual instruction, was terrified when menstruation 
started, and until her marriage believed that birth occurred through the 
navel. As a child had many fears; of being alone, of burglars, of fire, and 
these have continued in modified form. She has sudden attacks of anxiety 
which occur occasionally on the street and often in crowded places. Never 
dares to go beyond the last row in church. Married at 24; sexual relations 
disgusting and unsatisfactory for about six or seven years, then began to 
feel more interest and had occasional orgasm. Husband suffers from ejacula- 
tio precox and often leaves her excited and unable to sleep. Has thought 
of masturbating but has never done it for fear of harm. First child born 
at 27. Immediately following the birth she became depressed and had a severe 
pain in the back of the neck and the left heel. She recovered after 14 years 
and was perfectly well. Fourteen months ago a second child was born. 
She again became depressed and had pain in the back of her neck. Two 
months later arthritis of the hand appeared. In the next six to eight months 
she gradually improved until six to eight weeks ago when her first child 
developed poliomyelitis. Following this the arthritis became severe again. 
In the past year the anxiety attacks and phobias have been much less severe. 
Comment.—Frank anxiety hysteria and mild post partum depressions. 
Very clear-cut association of arthritis following emotional disturbance. 


Case 18.—A single man of 33, admitted to clinic 7-5-33; still being fol- 
lowed. When first seen he showed the characteristic spindle fingers ot 
rheumatoid arthritis with some swelling and limitation of movement of wrists, 
knees and ankles. The illness had started 3) to 4 years before with what, 
from the history, might have been either acute rheumatic fever or acute 
rheumatoid arthritis. Laboratory studies showed no anemia or leucocytosis, 
normal sedimentation rate. Strep. agg. positive 1:2560. X-rays in 1933 
showed only slight but definite changes consistent with rheumatoid arthritis. 
For the next 24 years his condition slowly progressed with ups and downs. At 
present the deformity of the hands is somewhat worse and one elbow has 
become involved. A nodule similar to a rheumatic nodule was observed 
on one occasion. Radical antrum operations for mild maxillary sinusitis had 
no noticeable effect on the course of the illness. 

Psychiatric, 10-30-35. Born in Ireland. Brought up in great ignorance 
of sex. Until 12 was very aggressive and quite a fighter, then “ outgrew 
it ”"—wasn’t afraid, just couldn't see any sense in it. From 18 to 25 had a very 
close friendship with a much older man, who then married and this more 
or less broke up the friendship. He felt badly for a few months and soon 
came to America. First sexual experiences—masturbation and rare visits 
to prostitutes—occurred after coming to this country. Marked ejaculatio 
precox. Great fear of venereal disease and of insanity from masturbation. 
Lived with several other men of his own age and drank a good deal. Never 
in love; doesn’t want to marry and be tied down. Five years ago formed a 
mutual attachment with a man. Shortly after this the arthritis began and has 
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continued to the present. He is still living with the friends, among whom 
is now his particular friend, and is being supported by them since his money 
is gone. Continues to drink a good deal. Has always believed in belittling 
and forgetting his troubles. Denies any conscious conflicts. Very embarrassed 
by interview. 

Comment—A fairly severe character disturbance, shown by inadequate 
sexual adjustment and change from normal aggressiveness to timid, passive 
attitude. No clear-cut relation between onset of illness and emotional dis- 
turbance found in one interview. 


CAsE 19.—A married woman of 36, admitted to clinic, 8-7-35; still being 
followed. “ Rheumatic fever” at six without sequela. Moderately advanced 
pulmonary tuberculosis at 24 which became arrested after a year’s sanatorium 
care and has shown no signs of activity since. Acute rheumatism began, 
and has continued with fluctuations. Examination showed typical spindle 
shaped fingers with some involvement of wrists, left shoulder, knees and 
ankles. No evidence of rheumatic or other heart disease. E.S.R. 57. Strep. 
agg. negative. Electrocardiogram negative. X-ray of chest—old tuberculosis, 
no evidence of activity. 

Psychiatric, October, 1935. Mother died when she was eight; she was 
brought up by a grandmother who was very severe and made her work 
very hard. Fairly strict Catholic. After recovery from tuberculosis, married 
and had two children. A third pregnancy was therapeutically aborted for 
fear of the effect of the pregnancy on her arrested tuberculosis. Later a second 
abortion. Great feeling of guilt about the abortions, can’t go to confession. 
When first married, and while pregnant, sexual relations were satisfactory ; 
but at other times marred by her fear of pregnancy, and conscious effort to 
avoid orgasm. Husband moderately alcoholic and unreliable. Income inade- 
quate. Thoroughly dissatisfied with her life and in great conflict, especially 
over religious aspects and husband. 

Comment.—The present appearance of the joints is typical of rheumatoid 
arthritis, while the history is more like that of a typical rheumatic fever. 
The association of tuberculosis with either rheumatoid arthritis or rheumatic 
fever is unusual. Association of arthritis and its exacerbations with the 
emotional state is very clear. 


CAsE 20.—A single woman of 23, admitted to clinic 6-27-33; still being 
followed. Rheumatoid arthritis involving joints of several fingers, right 
wrist and both elbows. The fingers first became involved 24 years ago, two 
months after an operation for ruptured appendix, and the involvement of the 
other joints has developed gradually since. Tonsillectomy two months after 
onset of arthritis put an end to recurrent sore throat but had no noticeable 
effect on the arthritis. At the present time (11-6-35), the elbows (the left, 
with only 5-10 degrees; and the right, with 65 degrees mobility) present 
the chief problem, with almost constant subacute activity and intermittent 
flare-ups. E.S.R. (1933) 69. Strep. agg. positive 1: 320. X-rays at different 
times showed chiefly generalized atrophy of bones and periarticular swelling. 
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In addition to these arthritic manifestations, the patient presented a general 
infantilism ; the urine was negative for ovarian hormone and positive for an- 
terior pituitary hormone. She menstruated for the first time after a long 
series of progynon injections. 

Psychiatric, 11-6-35. Childhood was filled with hardships. Her father died 
when she was three. When she was ten her mother became insane, but she 
and an older sister lived with the mother until the patient was 17, when 
it became necessary to have the mother sent to a state hospital. About the 
age of 9-10 the patient stopped growing. From that time on she felt very 
different from other girls; felt that she could never marry and have children. 
Received very little sexual instruction as a child, and is, at present, very 
reticent about it. At 18 got a good job as secretary and during this work 
the arthritis developed. At present she is in great conflict over her obliga- 
tions to her sister who supports her. Frequently emotional upsets are followed 
by swelling and pain in joints. 

Comment.—This patient has been in a state of almost constant emotional 
turmoil for years. One inadequate interview did not reveal more than 
a general picture of the situation. 
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EMOTIONAL AND INSTINCTUAL FACTORS IN 
DIABETES MELLITUS.* 


By GEORGE E. DANIELS, M.D. 


My interest in the emotional complications of diabetes mellitus 
was first stimulated by a case undergoing psychoanalysis, which I 
have reported in another communication.+ This patient’s metabolic 
disturbance appeared simultaneously with a severe neurosis. His 
premonitory symptoms consisted of changes in the blood sugar 
level in the direction of hypoglycemia, and attacks resembling both 
anxiety neurosis and the hyper-insulin reaction. These attgcks 
occurred at 4 o'clock several afternoons a week. A very unsatis- 
factory marital situation emphasized the feature of direct sexual 
frustration, often important in the background of an actual neurosis. 
After a year sugar regularly appeared in the urine, and he was 
treated with insulin from this time on. 

At the time he came to analysis, three types of nervous reaction 
were manifested: (1) reactions of the autonomic nervous system 
which he associated with insulin “ shock,” in which hunger and hot 
flushes were prominent ; (2) a series of attacks of globus hystericus 
appearing after the cessation of conscious libidinal desire; and 
(3) attacks combining these two. Fluctuations in the sugar level 
accompanied these emotional changes. Symptoms of anxiety hys- 
teria were also manifest, and in the course of the analysis he devel- 
oped an interesting series of conversion symptoms which showed 
close association between the neurosis and the diabetes. 

Two other diabetic patients were seen in the clinic, who not only 
served further to emphasize the similarities between the picture of 
anxiety neurosis and the anxiety reactions encountered in certain 
diabetics, but had also points in common with the autonomic ner- 


*From the Department of Medicine and Psychiatry, Columbia University 
Medical Center, New York City. 

Read at the ninety-second annual meeting of The American Psychiatric 
Association, St. Louis, Missouri, May 4-8, 1936. 

+ “Analysis of a Case of Neurosis with Diabetes Mellitus.” George E. 
Daniels, M. D., Psychoanalytic Quarterly, Vol. 5, No. 4, October, 1936. 
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vous phenomena of the climacterium. Both of these patients were 
women in the menopause. One of them, during a severe attack, 
showed a distinctly low blood sugar. Both had hysterical conversion 
symptoms. The hot flushes suffered by the analytic patient, men- 
tioned at the beginning, bore a striking resemblance to the hot 
flashes characteristic of the menopause. Attacks of hot flushes are 
often encountered as.a neurotic symptom, and attacks of ravenous 
hunger are described as one of the manifestations of anxiety neu- 
rosis.1 The question arose on the other hand, whether the attacks of 
hunger of certain anxiety neurotics had the same explanation as 
the hunger which is a frequent initial symptom of insulin shock; 
and on the other, whether certain diabetics showed disturbed equi- 
librium of the pituitary gonadal mechanism similar to the toxic 
stasis postulated for anxiety neurosis. If so, considerable under- 
standing might be gained both of diabetes and the metabolism of 
neurosis. 

The literature on the subject of emotion and blood sugar changes, 
and the observed interrelationship between diabetes and neurosis, 
has been too recently and completely reviewed to make a repetition 
necessary in this communication.” * * I should like, however, to 
call your especial attention to Cannon’s classical work in demon- 
strating experimentally the increase in the blood sugar of cats under 
emotional stress, and his exposition of this as an auxiliary along 
with other bodily changes to meet increased demands of efficiency 
called for in flight or fight in relation to an external disturbing 
factor of danger.® This work lays the basis for our understanding 
of the physiology of real anxiety and leads to the question of the 
variations encountered in neurotic anxiety, overt or concealed 
through the elaboration of other neurotic symptoms directed to- 
wards its control and elimination from consciousness. The relation 
between severe psychic trauma and the onset of diabetes has long 
been noted. In such cases, are we dealing with a neurosis precipi- 
tated by the shock, one of whose manifestations is hyperglycemia! 
The literature so far gives us very little help on this matter. Studies 
have been primarily statistical and have failed to reveal the psycho- 
dynamics operating. Considerable confusion too is encountered in 
the literature as to whether severe and long-standing emotional 
glycosuria can be considered true diabetes if there is spontaneous 
recovery. 
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In connection with the subject of blood sugar changes, it must 
not be forgotten that among the many variables encountered in 
evaluation of the blood sugar level, is the effect of exercise. 
Richardson ® has found that with blood sugars below 175 mg. per 
cent exercise lowers the blood sugar ; above this the tendency is to 
raise it. This is of special interest in connection with the problem 
of emotional hyperglycemia, and a substitute means of working off 
products intended for a more active physical reaction to the situa- 
tion of danger. 

The present study represents an examination of alternate admis- 
sions to the diabetic ward of the Presbyterian Hospital between the 
age range of 15 and 55, extending over a period of one year. This 
age range was chosen in order to eliminate the complication of 
advanced arteriosclerotic and senile conditions, and to conform with 
the age range used in the selection of cases reported in another 
paper of this series.* This gives the advantage of a comparison of 
a parallel series independently studied. Omitting cases that were 
too ill from other medical or surgical complications to make pos- 
sible the examination, and a few cases which left the hospital before 
they could be studied, a total of 23 cases was examined. 

The contact varied from one or two comprehensive interviews in 
the majority of cases, to frequent follow-ups in a few. Particular 
attention was paid to neurotic manifestations prior to the onset of 
diabetes, sources of emotional conflict at the time the diabetes ap- 
peared, fluctuations in the sugar level related to emotional stress, 
the character of the insulin reactions, and evidence of neurosis at 
the time of observation. 

Generalizations from such a small series would be unwarranted, 
and this study has not been carried on with great faith in the value 
of statistical results in a group of cases where the variables are so 
numerous. A general impression, however, of the situations and 
reactions enocuntered in these unselected diabetic admissions re- 
vealed no one case that was without interest to the psychiatrist, and 
each came under one or more of the categories to be mentioned. 
The presentation of material is arranged in a general progression 
from the enumeration of these categories or isolated items on 


* The Psychic Component of the Disease Process (Including Convalescence) 
in Cardiac, Diabetic, and Fracture Patients. H. Flanders Dunbar, M.D., 
Theodore P. Wolfe, M.D., and Janet M. Rioch, M. D. 


ty 
7) 


714 INSTINCTUAL FACTORS IN DIABETES | Nov. 


through more detailed descriptions of cases, roughly grouped, of 
greater psychiatric interest. The full significance of the findings 
will have to await further investigation. 

One case, a middle aged widow, who did not show manifest 
neurotic symptoms except during insulin reaction, had a history 
of years of hard grinding work to earn money to keep her home 
and family. In other cases also a long-standing financial worry or 
tension of working under pressure preceded the onset of diabetes, 
and this is a factor which has been given considerable weight by 
other investigators.” 

Two cases had organic neurological diagnoses. One was a 
chronic Sydenham’s chorea which had developed in childhood a 
year after the discovery of the diabetes, and the other a case of 
progressive muscular atrophy in a middle aged waiter who devel- 
oped diabetes after his tremor became too marked to allow him to 
hold his job. A girl of 15, who was not otherwise neurotic, had 
been operated on a year previously for toxic goitre with accompany- 
ing nervous symptoms, at which time her diabetes had been dis- 
covered. A boy of 17, who appeared normal in every other way, 
gave a history of recurrent nightmares of snakes several times a 
month at 12 years of age when he first showed signs of diabetes. 
These nightmares continued for two years, later being replaced by 
disturbed sleep in which observers reported that he acted as though 
he were fighting with someone. 

Diabetes appeared in two of the cases during the menopause, 
complicated by definite neurotic symptoms. Two other cases gave 
a history of accompanying anxiety resembling anxiety neurosis. 
Neurotic symptoms had commenced with one following the birth 
of her first child, and diabetes developed during the third month 
of pregnancy with a second child. The other patient had had long- 
continued financial worries and suffered from suicidal impulses. 
This patient was found to have a tubercular kidney, and did not 
survive operation. 

Diabetes following physical traumata has been reported. With- 
out prior urine examinations, the effect of an accident would be 
difficult to evaluate. One of this series was discovered to have 
diabetes during convalescence from a severe automobile accident 
seven years before admission. When seen, she showed neuras- 
thenic symptoms and further complicating organic disease. In four 
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cases marked depression of sexual libido had been experienced, 
with one case of complete impotence. One patient, a negro with 
positive Wassermann, had noted the depression of libido to be 
related to fluctuating increase of sugar.* Four other cases had 
noticed a definite increase of sugar under emotional stress. This 
has been a common and important clinical observation in the gen- 
eral medical treatment of diabetes. 

Depression is one of the most frequent symptoms reported, but 
most cases have been studied only from the statistical and descrip- 
tive viewpoint by which one learns little of the psycho-dynamics 
operating. The doubt as to whether the depression develops as a 
secondary manifestation of the disease, or is an etiological factor 
further obscures the evaluation of observations. 

In the present series depression was an important complication 
in ten cases, either in the history or while under observation. In 
five cases the depression was reactive to the loss of a love object 
prior to the onset of diabetes. 

A single man of 38, suffering from severe intercurrent disease, 
had never gotten over the death of his mother eight years before. 
At the mention of this loss, he became choked with tears, and 
refused to have anything to do with the psychiatrist after the latter 


* Since the presentation of this communication, Dr. Herman L. Davis, of 
San Antonio, Texas, has brought to my attention a case which beautifully 
illustrates the close relationship between depression of sexual libido and 
accentuation of diabetic symptoms. A young woman consuited Dr. Davis 
in December, 1932, complaining of polyuria, polydipsia, and pruritus vulve. 
Her urine was four plus and her blood sugar 370. Five months before her 
urine had been known to be negative. After a short period of dietary treatment 
the urine became negative and the blood sugar normal. She continued the 
diet and remained sugar free for a year and a half under close supervision. 
A month before one of her visits to the office she experienced a return of 
the excessive urination, thirst, and pruritus vulve. Laboratory findings were 
strongly positive for both blood and urine. A check on the usual medical 
factors gave no explanation for the change. Dr. Davis suspected some emo- 
tional factor might be the variable. On making inquiry, the patient told him 
that she was sexually intimate with a young man whom she hoped to marry. 
In the midst of conflict over doubt and uncertainty as to the outcome, another 
diabetic patient happened to mention one day that diabetic patients often 
lose their sexual desire. His patient immediately began to fear that this 
would happen to her, and her fears were promptly realized. After discussion 
of the difficulty with Dr. Davis, her sexual potency returned and with this 
the sugar fell to its previous level. 
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had most casually touched on the circumstance in taking the family 
history. His diabetes had developed two and a half years after this 
loss. Another interesting feature of this case was that the depres- 
sion which was constantly present, was markedly increased by an 
accidental prolonged lowering of his blood sugar while under medi- 
cal observation. That his reaction to his mother’s death was not 
solely the result of physical disease is borne out by the fact that a 
sister also became tearful at the mention of it. 

In another patient, a bookkeeper, single, of 26, the loss of an 
only sister, of whom she was very fond, had resulted in her remain- 
ing depressed for a period of over four years. She was just recov- 
ering from this when her adjustment was further threatened by 
severe economic and business worries. Another patient grew de- 
pressed and drank heavily following the death of his wife a year 
preceding the appearance of his diabetes. This patient noticed a 
definite correlation between emotional strain and increase of sugar. 
A young woman of 20, whose diabetes began when she was seven 
years of age, furnished an interesting addition to her medical his- 
tory. Questioned about circumstances immediately preceding the 
onset, she stated that she had never thought of it before, but her 
diabetes had appeared the year that she was forced to stay with 
relatives owing to the fact that her mother had been removed to a 
mental hospital. She was extremely lonesome, homesick, cried a 
great deal, had various digestive disturbances, and in the course of 
investigating this condition, sugar was found. An added disturbing 
factor was the presence in the foster home of a man with asthma 
who kept her awake a great deal of the time at night. 

Of special interest also is the following case. A young man of 
26, when routine inquiry was made about any circumstances atten- 
dant on the outbreak of diabetes, volunteered that he believed it was 
definitely related to the loss of a girl with whom he had been 
sexually intimate. They had broken off their relationship because 
of his coolness to the idea of marriage. A few weeks later he heard 
that the girl was married, and shortly after that got an announce- 
ment of her death. At the funeral a friend of the girl’s remarked 
that his former sweetheart had died of a broken heart, and that he 
had been the cause. From this time on he became depressed, lost 
his confidence, continually blamed himself for the circumstance, 
and brooded on the serious aspects of life. He did not know in 
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whom to confide, since he was not a person in the habit of unbur- 
dening himself. He volunteered that this trouble had always seemed 
to be on his mind and to be the cause of his diabetes, that he was 
not a doctor, but there seemed to be some relationship. His sister 
had died of diabetes six years before his admission. This case 
illustrates one recurrent aspect in the history given by patients, that 
they usually keep their troubles to themselves and are not able to 
share them with others. 

The psychoanalyst recognizes that the so-called precipitating fac- 
tors giving rise to a neurosis actually are important because they 
impinge on a pre-existing infantile neurosis. The present series 
contained three cases which are of particular interest from this 
standpoint. 

A high school boy of 15, when questioned about the origin of his 
diabetes at 8 years of age, volunteered the information, not pre- 
viously obtained in the medical history, that it had been the result 
of a fright. He had been spending the summer with his family at 
a seaside resort. Other children in the neighborhood had pointed 
out to him a derelict type of man who appeared from time to time 
on the fringes of their playground. All the children seemed instinc- 
tively to fear this individual. On one occasion the patient was play- 
ing alone on the deserted street. Suddenly this man appeared and 
called and beckoned to him. The boy received what he described as 
the greatest fright of his life. He ran in terror into the house, 
seeking out his mother for protection. For the next several days 
he remained fearful and agitated, and slept poorly. Subsequently 
he began to lose weight and developed the usual symptoms of 
diabetes. Laboratory findings led to a diagnosis. The patient, who 
in the early stages had been treated by Dr. Frederick M. Allen, 
stated that Dr. Allen had been particularly interested in the incident 
and thought it of importance.* This same patient, at the time of 
examination seven years later, showed a definite neurosis charac- 
terized by mood swings which appeared to be related to the thwart- 


* Dr. Allen recalled the case, but did not have access to the early record, 
so had little to add to the history of the fright. He remembered that while 
under his care the patient had complained of occasional joint pains. His 
tonsils were definitely infected and their removal advised. From his present 
impression he is inclined to place more emphasis on the infection than the 
psychic element. 
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ing effect of his diabetes on his personal ambitions and educational 
career. Hyperinsulin reactions which occurred from time to time 
he reported mirrored and exaggerated the underlying mood and 
the environment at the time. For instance, if he were playing games 
with other boys, his behavior would be exhilarated and excited; if 
in contact with a superior, such as an instructor, trembling and 
twitching would appear ; and if he had consciously been depressed, 
the mental picture resulting from the hyperinsulinism would be an 
exaggeration of this mood. 

Another patient, also a high school student, a girl of sixteen and 
a half, had developed diabetes at the age of three and a half. The 
routine questioning in regard to the circumstances surrounding the 
onset brought the definite answer that her family ascribed her 
diabetes to fright from a dog immediately preceding the appearance 
of symptoms. She herself had no memory of this incident, but 
stated that she remained deathly afraid of dogs, showed marked 
signs of anxiety when they approached her, and avoided them 
whenever possible. Her mother confirmed the story, stating that in 
the situation mentioned, she had been on the street with the child 
when a neighborhood puppy playfully jumped on her. She became 
terrified and had to be removed to the house. From this time on 
the phobia persisted so that even up to the present the mother had 
to take all possible measures to protect her from contact with dogs, 
always placing herself between the patient and the animal, or cross- 
ing the street with her when one approached. The patient denied 
any other phobias when the ordinary ones were reviewed. Her 
adjustment to her companions appeared normal. She also denied 
remembering disturbing dreams. At the age of almost 17, however, 
she had never menstruated, and was somewhat concerned over this 
fact. She suffered from severe insulin shocks, these often occurring 
at night. An autonomic nervous symptoms occurring with her 
shocks were hot flushes. 


Additional history showed that she slept in the same room with 
her parents until 11 years of age. It is clear that in both the pre- 
ceding cases the onset of diabetes was attributed to a factor com- 
monly encountered in histories of anxiety hysteria and pointing 
toward a definite GEdipus situation. Psychoanalytic investigation of 
such cases would be extremely important in determining the inter- 
relation between the diabetes and the neurosis. 
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The connection between a repressed conflict bearing on an infan- 
tile situation and metabolic symptoms is better demonstrated in the 
case of a young unmarried woman of 22, an artist. This young 
woman, who had recently shown sugar, developed, a few days after 
admission, spells which were at first thought to be insulin shocks, 
but did not prove either to be associated with low blood sugar or to 
respond characteristically to the administration of orange juice. 

During the first reaction she became excited and ran out into the 
hall, as though trying to get away. She confided to the house 
officer, under pressure of great anxiety, that she had made a false 
statement about her mother who, instead of being dead, was in an 
institution. She was afraid that she herself was becoming mentally 
deranged and would follow her. For the month that she was in the 
hospital she had recurring spells in which she was euphoric and 
facetious, laughing or crying hysterically. During these spells she 
appeared as though intoxicated, and described her feeling to be 
similar to that produced by too many highballs. Although she had 
some control over her behavior, she stated that she felt badly if 
she did not act out or say just what she felt. 

As insulin treatment progressed, she developed a marked urge to 
draw, and talked of needing to create. Shortly after discharge, her 
art work, which had been going into a decline in the last year, and 
had never been very inspired, showed marked improvement and was 
in striking contrast to earlier arid and gloomy productions. She 
talked about feeling better than she ever had, and thought that 
taking insulin was a small price to pay for this new lease on life. 

During a second admission for further regulation two months 
after the first, the psychiatrist for the first time ventured to open up 
the matter of her mother. The result was catastrophic. The patient 
began to cry, was extremely agitated, and under great tension told 
the following. Her father had always maintained to the patient and 
her brother that their mother had died. At his death, when she was 
17, an aunt, against the advice of other members of the family, told 
the children that they had been deceived. Their mother actually was 
living in an insane asylum where she had gone after a “ shock” 
which caused her derangement. This shock was caused by an 
abortion. At the time of her first admission the patient was told 
that due to administration of insulin she would probably have 
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“‘ shocks.”” When she began to feel peculiar, she at once began to 
fear that she, like her mother, would become insane from the effect 
of a “ shock.” 

After this interview her blood sugar rose from 121 to 240 mg. per 
cent, and in the evening was still 250. In the afternoon she grew 
very excited and practically unmanageable, referring frequently to 
the morning conference. She was not seen by the psychiatrist for 
four days, and then merely greeted without mention of the earlier 
conversation. Her blood sugar climbed again to 257. There was 
no disturbed behavior on this day, but it was again extreme on the 
two succeeding ones. The subject of her mother was not approached 
again until after her discharge, when emotional catharsis was 
continued. The patient recently reported the disappearance of the 
spells, but is still extremely unstable. 

There is insufficient time to outline further history in this case, 
but behind the strenuously suppressed knowledge about her mother, 
undoubtedly lay an actual memory lost in infantile amnesia. The 
conflict was precipitated in part at least through the disturbing 
effects of insulin regulation. 

In the last case the picture of intoxication which the patient pre- 
sented on her first admission, with the renewal of creative urge 
after the administration of insulin, brings us face to face with the 
interesting problem of psycho-chemical changes in diabetes. Many 
of these reactions appear in connection with the artificial adminis- 
tration of insulin, but not exclusively so. The exact nature of the 
so-called insulin shock has not been determined. A very similar 
picture may occur with high blood sugars, and there is a tendency 
away from setting some arbitrary low sugar level to explain the 
phenomenon, and rather relating it to the complicated interaction of 
products let loose by disturbed metabolism. The problem cannot be 
adequately discussed in this paper. The emphasis must be laid 
rather on the question of toxic factors in general, whether hypo, 
normal, or hyper-glycemic. 


One patient gave as the only circumstance operating at the time 
of the onset of diabetes, an excess of drinking for the preceding 
seven years. With his diabetes he developed an appreciably though 
not excessively increased basal metabolic rate. During the insulin 
shocks which he had occasionally, he felt as though intoxicated, and 
had the same feeling of hangover after them. He emphasized 


| 

| 

| 

| 


1936 | GEORGE E. DANIELS 721 


another fairly common characteristic during insulin shock, which is 
’ that the patient often resents the 
implication that he has a shock, as the alcoholic insists that he is not 
drunk. 


mentioned by Oppenheimer, ' 


It is an open question to what extent the mental reactions may be 
purely chemical in their origin. In the cases studied in this series 
the impression was, that the chemical reaction tended to release 
repressed conflicts which were dormant in the existing personality. 
This has been indicated in certain cases in this communication. 

The common feature of certain diabetic reactions with alcoholism 
I believe has a broader significance. We know that pathological 
alcoholism is only a symptom and an attempted relief for a chronic 
neurotic anxiety. Continued over a long period it undermines 
sexuality, because a characteristic of any neurosis is that the symp- 
toms become erotized and an end in themselves, and this is also 
true of alcoholism.'®:'! The question arises whether in certain 
cases of diabetes a similar reaction may not take place. Cessation 
of conscious libido is not uncommon, and this may be due to its 
absorption into the symptoms. Without the artificial administra- 
tion of insulin the psycho-chemical reaction would be entirely en- 
dogenous ; with its artificial administration we would have a nearer 
approach to the problem of a drug habit. In the analytic case 
referred to, such factors appeared to be in operation. Further 
study of anxiety neurosis, as indicated at the beginning of the paper, 
may help to solve this problem. Anxiety neurosis is a physio- 
neurosis in which libidinal stasis gives rise to neurotic discharges of 
anxiety. This anxiety tends to become erotized or to become elabo- 
rated in the direction of anxiety hysteria or various conversions. 

The other field mentioned, which appears to promise further aid, 
is the study of the menopause. In the menopause we are dealing 
with a special type of disorganization of sexual metabolism with, 
among other things, stasis of the gonad stimulating hormone of the 
anterior pituitary. Albright,’* in a recent paper, has worked this 
out for the hot flashes which had been mentioned at the beginning 
of this paper as a possible point of departure for all three condi- 
tions ; menopause, autonomic nervous phenomena in certain neu- 
roses, and in certain cases with disturbed sugar metabolism. 

It is known that the menopause is caused by cessation of ovarian 


‘ 


function. Albright calls this an ‘‘ ovarian amenorrheea.” This 
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leads to the subsequent appearance of the gonad stimulating hor- 
mone of the anterior pituitary in the urine. It has been proven 
clinically that symptoms of the menopause can be relieved by ad- 
ministration of estrin. Albright attempted to find out whether 
menopausal symptoms were due to hypo-estrinism, excess of gonad- 
stimulating factor of the anterior pituitary, or a third factor. He 
ingeniously chose the hot flashes as characteristic of the vaso-motor 
phenomena of the menopause and capable of quantitation by re- 
cording the number of flashes over stated periods. He found that 
the flashes did not appear until some time after the estrin had 
completely disappeared from the urine, and the anterior pituitary 
factor had risen to a high level. Furthermore, symptoms did not 
subside immediately after the administration of estrin, no matter 
what the dosage, but required a delayed period until the anterior 
pituitary factor disappeared. In one case, in which there was no 
change in the urinary principle after a long period of treatment, 
the flashes also continued. Presumably the effect of the estrin was 
to inhibit the production of excess of pituitary secretion, or some 
intermediate substance, which was responsible for the hot flashes. 
It is known that not only the adrenal, but also the anterior pitui- 
tary is an important factor in diabetes mellitus. Houssay '* dis- 
covered that removal of the anterior pituitary before the extirpation 
of the pancreas enables the animal to utilize sugar without admini- 
stration of insulin. The relation of the anterior pituitary to the 
gonads has already been referred to. It would therefore seem that 
to be able to understand the metabolism of diabetes it will also be 
necessary to understand further aspects of anterior pituitary gon- 
adal relations. The corresponding understanding of the physi- 
ology of the neuroses and the light which this may throw on the 
phenomenon of the erotization of anxiety is self-evident.* 


SUMMARY AND CONCLUSIONS. 


It has been established that strong emotion may temporarily 
disturb sugar metabolism in animals and in man. There is also 
considerable evidence that sudden shock or continued wearing 


* The immediately preceding paragraphs were discussed with Dr. Earl T. 
Engle, Associate Professor of Anatomy, Columbia University, who has him- 
self made original contributions to this field. 
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worry may be factors in the production of diabetes mellitus. In the 
cases of sudden shock or psychic trauma we would expect the same 
factors to be in operation which we find in the production of any 
neurosis by such means, namely the precipitation and reactivation 
of a pre-existing infantile neurosis. Certain cases in this series 
appear to bear this out. It is probable that if such traumata are able 
to produce the picture of diabetes, neuroses without the element of 
trauma may also. Diabetes which is associated with a neurosis 
would appear to be a state in which chronic anxiety, overt or con- 
cealed, expresses itself through continued disturbance of sugar 
metabolism. Whether continued demands on the pancreas made 
by flooding the blood with sugar can cause its exhaustion or the 
toxic destruction of the islet tissue is a matter of speculation. 

The neurotic manifestations encountered in this series varied. 
Reactive depressions were frequent and seemed important in the 
etiology of the diabetes. In other cases anxiety hysteria was 
strongly suggested as the existing neurosis. It would seem that in 
cases in which an underlying neurosis is of importance there is 
present a basic physio-neurotic reaction (actual neurosis) like anx- 
iety neurosis. There is reason to believe a similar erotization of 
symptoms goes on in certain cases as in psychoneuroses ; in diabetes 
it would be the metabolic process that becomes erotized. If this is 
so, it opens up a broad field for investigation in diabetes and the 
neuroses. Certain cases which showed reactions similar to those 
of alcoholism further bore out the presence of such a mechanism. 
The diabetic process in such cases resembles an addiction in which 
the stimulant was originally endogenously elaborated, but with 
artificial administration of insulin even more closely resembles a 
drug habit. 

No attempt has been made in this paper to deal with the matter 
of constitutional predisposition, which must be of importance. The 
matter of psychotherapy was only touched on in one case. Indi- 
cations for psychiatric treatment would be determined by the pre- 
dominating factor operating: physio-neurotic, psychoneurotic, or 
narcissistic. Whether the common picture of diabetes is the expres- 
sion of a neurosis and appreciably amenable to psychotherapy 
remains to be determined. 
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DISCUSSION OF PAPERS BY DRS. DUNBAR, WOLFE, 
THOMAS AND DANIELS. 


Dr. Rosert R. Dieterte (Ann Arbor, Mich.).—These papers offer so much 
for both direct and indirect discussion that in the brief time permitted the 
following remarks have been chosen as indirect constructive criticism. 

Our work at the University Hospital at Ann Arbor was made possible 
by a grant from the Rockefeller Foundation and was begun October 1934. 
A new department was created for the survey of psychiatric problems in 
such a large general hospital of about 1250 beds. To date we have had 
referred to us and have examined about 2000 cases of which about 17 per cent 
were psychoses and 65 per cent neuroses and psychoneuroses. Physical dis- 
ease associated with these cases has raised some interesting questions. To 
what extent can the somatic disease and an associated psychiatric disorder be 
correlated with one another? According to Kirkegaard, Witkower, Katsch 
and others, a psychiatric diagnosis of hypobulia of the vital instincts, for 
example, in the neurasthenic narcissistic neurosis, has for its physical cor- 
relate body asthenia, visceroptosis, vegetative-vasomotor lability, vagotonia. 
With fracture patients we have no refer work although orthopedics refers 
plenty of cases with bone and joint aches and pains where diagnosis per exclu- 
sionem suggests neurosis. With pulmonary tuberculosis cases as a group, 
the reaction of the patient to positive diagnosis varies considerably, some 
patients react hysterically and others with sensitive ideas of reference. Suffice 
to say that whereas once the diagnosis of hysteria had been established by 
psychic criteria we are now beginning to note recurring associations of 
physical diseases in hysteria so that we are forced to conclude that the 
physical fate of the hysteric is a constitutionally defined one. This is particu- 
larly true in gynecology. The gynecological sequel of cases of hysteria with 
frequent readmission unavoidably make one reconsider the hysteros-concept 
of early Greek medicine. 

The attitude of our new unit has been passive. No single medical disease 
entity has been studied especially. Problems manifestly psychiatric with or 
without associated physical disease have been allowed to parade into the 
department for grouping. The most marked correlation between neurosis and 
medical disorder has been found in essential hypertension and we find agree- 
ment with Julius Bauer, Alkan and other European writers in that this 
condition is a psychogenic excitative neurosis. The basic inadequacy of the 
physical constitution and the secondary changes too often make physio- 
therapy useless. 

The gradual but steady invasion of psychiatry into the general hospital is 
bringing in its wake many new avenues of approach to the problems of 
physical disease. As within our specialty so much emphasis has been placed 
upon psychogenesis, this tendency is now apparent in general medicine. The 
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anatomical organ diseases of mental origin deal with the mental genesis or 
the function of the excitative psychogenic neurosis upon extrasystole, tachy- 
cardia, essential hypertension, as functional disturbances and upon such dis- 
eases as hypertrophy, juvenile atheromatosis, arteriolar sclerosis, apoplexy, 
red grandular kidney and Raynaud’s disease as direct anatomonical dis- 
turbances. The effect of the excitative and depressive psychogenic neuroses 
upon gastro-intestinal organ pathology is an established fact. With Rosen- 
bach’s works on heart disease there began a departure from the purely 
organic pathological thought in medicine toward the evaluation of function 
itself in etiology. A chronic dysfunction can lead to organic lesions. 

The role of affect as introduced into psychology by Freud and the pathology 
of affect as conceived of in general psychopathology show that affect has been 
raised to a particularly high point of investigation and consideration in our 
own specialty. When Kretschmer said that the psychology of the neurosis 
is above all the psychology of the human heart he states the psychiatric and 
what tends to become a neomedical truth. The evolutionary historical setting 
of man places him at some point on the road being pulled along by volitional 
intellectual striving, but always having to deal with his feelings. If we choose 
endogenous manic-depressive psychosis in our field as illustrative of affective 
disorder, and hysteria as a disease in which affect is in a continual state of 
flux and shunt, why can it not be recognized by traditional academic medicine 
that in their own field affective disturbance brings about actual physical 
disease ? 

The centering of interest in neuropathology about the periventricular gray 
matter, especially since lethargic encephalitis has given us so much insight 
into the functions attributed to that brain anatomical region, has led to new 
contributions regarding affect, striate body and the vegetative nervous system. 

Kurt Dresel writing in the German Hand-book for Internal Medicine speaks 
of the vasomotor vegetative labile constitution as does Katsch in the same 
hand-book in his admirable treatise on the gastric neuroses. All these research 
workers develop the vegetative endocrine system as the physical basis of affect, 
and its relationship to physical constitution. They develop the thesis that 
disturbances of affect result in physical as well as physiological sequela. The 
loss of balance in affect can lead to organ neurosis, but these diseases do not 
always remain functional and reversible but can lead to lasting anatomical 
and finally to lethal changes. Thus Alkan summarizes, using apoplexy for 
example as the end of neurosis. 

The papers we have heard this afternoon deal in some instances with the 
“organic organ” of affect, namely, the heart, if one can so state it. Heyer in 
his book “Organism of the Mind” discusses the animal vital cycle of the 
circulation in all of its psychic and somatic aspects. The heart seems to be 
the cross-road of unconscious to conscious, of instinct and affect to volition, 
of id to ego, of smooth muscle to voluntary. This is said in anticipation of 
Dr. Alexander’s paper on respiration and personality. Emotions in organic 
heart disease and in diabetes lead us into the field of affecto-genesis as vegeta- 
tive dynamo-genesis. The frequent occurrence of diabetes mellitus in manic- 
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depressive families, the frequency of cardiovascular-renal disease in the pyknic 
constitution direct one to the conclusion that a separate understanding of these 
diseases is no longer useful. A reconsideration of all of them along the lines 
of a new constitutional medicine seems imminent. The papers we have heard 
today indicate a necessary invasion of psychiatry into the general hospital that 
will bring about a better mutual understanding between internal medicine and 
psychiatry and a new and unavoidable consideration of the total personality 
in terms of psyche and soma. 

In an answer to the query: Why do we have psychology? C. G. Jung 
replied, “ Because it is necessary.” Psychiatry is necessary in internal medicine 
and the general hospital. 


Dr. Roy E. Mitcuett (Eau Claire, Wis.).—My discussion is largely from 
the viewpoint of a general practitioner who has a fairly adequate psychiatric 
background. These conditions furnish a splendid opportunity for team work 
by the internist, the psychiatrist and the surgeon. The practitioner without 
reasonable psychiatric resources is at a disadvantage in caring for such 
patients. 

As I think over a rather large number of diabetic patients, it seems to me 
that there are always some mental changes. The patient is faced with the 
problem of a definite change in his life program from an activity as well as 
from a dietetic point of view. It is always a sobering situation. If the disease 
is acute or there is the emergency of acidosis or gangrene, there is more or 
less anxiety for the immediate future as well as forebodings of what is to 
come. After the acute storm is over and we sail the diabetic sea with trimmed 
sails, we are apt to find the intelligent patient growing somewhat intro- 
spective, cautious about dietetic excursions, growing more or less hypo- 
chondriacal, and looking upon himself as one apart from the common herd. 
This latter trait is rather noticeable in the members of two of my so-called 
diabetic families. I have three diabetic children growing up, rather haphaz- 
ardly, acutely aware of their limitations in children’s activities and enjoyments 
and each one shows this tendency. On the other hand, the careless and ignorant 
diabetic is unreasonably irritated by regulations and dietetic restrictions and 
lends himself to bizarre quackery and spectacular complications. Very occa- 
sionally there is the serene patient who goes along calmly in the face of 
possible disaster and gets about as much out of life as most people. I have 
known one such for 25 years, an energetic old woman whose sugar reduction 
has ranged from three to five drops and now in her 85th year she has reluc- 
tantly given up the active management of her home. Her recent comment, 
“This diabetes disease has never bothered me much but it is hard to get old 
and not be able to work” speaks for itself. I have observed one very well 
systematized paranoic condition in which the patient directed much of his 
paranoid activity toward a good wife who was doing her utmost to keep 
him on a diabetic diet (food which he felt was being systematically poisoned). 
My experiences with the fatigue, collapse and increasing coma of acidosis and 
the toxic delirium in gangrene have been rather conventional. 
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The heart patient with well marked organic disease (let it be rheumatic, 
luetic or cardiovascular) is usually aware that there is something wrong and 
he is not minimizing it. There is an apprehensive undercurrent that becomes 
downright anxiety when decompensation threatens or comes to stay. I have 
seen no fear greater than I have seen in the patient with angina or coronary 
disease. He wants help at once if he can get it and prompt relief from the 
dreadful pain in any event. The average child with acute rheumatic heart 
disease is intolerant of the necessarily prolonged period of rest, and the prob- 
lem of keeping an alert mind occupied without using too much heart energy is 
not always easy. The average adult with an acute rheumatic heart situation 
is tired and worn from an acute infection. He grows restless when he does 
not “get going” as he thinks he should and is apt to over-do and have some 
disagreeable experiences that wake him up. Then he is apt to be over-fearful 
and needs tactful management to guide him along convalescence without de- 
veloping some unfortunate neuropathic traits. I know of no more difficult 
patient than the psychoneurotic who has a fondness for heart symptoms. 

In dealing with head injuries and skull fractures I have been amazed at the 
dearth of mental symptoms (once shock is out of the way) with some head 
injuries. I think that Meyer’s grouping of head injury residuals (traumatic 
delirium, the traumatic constitution and traumatic deterioration) is quite as 
practical today as it was in the beginning. The patient with a definite skull 
fracture is always concerned about any possible future mental impairment. In 
a considerable experience with severe fractures necessitating a prolonged 
disability period, I have found three kinds of mental situations. Fractures of 
the head, chest, spine and pelvis usually bring up fears of immediate personal 
safety. These and severe extremity fractures bring out doubts and fears for 
future working capacity and maintenance, as the tedious convalescence drags 
on. I live in a state where certain groups of workers are covered by a com- 
pensation law. The average man under compensation or with adequate insur- 
ance coverage is apt to pursue a rather leisurely convalescence, while the man 
on his own resources gets to work as soon as he can. The way in which the 
industrial surgeon manages the patient with some degree of permanent dis- 
ability ahead of him cuts considerable figure with that patient's future mental 
outlook. The ideal arrangement is an honest evaluation of disability, the 
prompt payment of the claim and an early attempt on the part of the patient 
to carry on in spite of his handicap. We all know how badly some of these 
situations work out and what a distorted triangle of human forces results. | 
have felt rather inadequate at times to determine how much of disability, how 
much of neuropathic tendency and how much of actual malingering I saw 
before me. Let us ask our surgeons to adjust their fracture apparatus with a 
bit of mental hygiene. 

In a general review of my chronic arthritis patients I have not been im- 
pressed with any psychic etiological factor. 1 must confess that I have been 
much more interested in what has happened or is going on in the patient’s 
oral cavity than in his psychic disturbances. Once the disease gets going 
there are mental disturbances enough. In the beginning the patient endures 
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a painful crippling disease that makes the days difficult and the nights over 
long. The average patient becomes worn and irritable and is somewhat diffi- 
cult to care for. A little farther along he is apt to become self-centered and 
exacting and at times a veritable household tyrant. As the months drag on to 
years and the hope of gainful work and former activity fades away the patient 
often enough has a difficult economic situation forced upon him. Depression 
over the present condition and worry over the future prospect are a pair of 
hard-riding realities. The gradual loss of human contacts tends to make 
for narrowed interests that books, magazines and newspapers do not supply, 
although the radio has been a God-given gift to many of these folks. When 
they get to the chair and bed stages the feeling of helplessness and dependency 
makes it hard to ward off actual depression, which may go on to a suicidal 
situation. But this sorely tried group of patients furnishes a surprising num- 
ber who carry on as they can to do their handicapped bit. I know that the 
courage and cheerfulness of several of my patients have been the inspiration 
to keep their families “eyes front’ during these trying depression years. 
There is but one Clarence Day but we owe more than we know to him and 
all those who, like him, have risen above the pain of the “slings and arrows 
of outrageous fortune’ and who look ahead courageously for tomorrow. 


Dr. Epwin F. GitpEA (New Haven, Conn.).—Mr. Chairman, I wish to 
ask Dr. Thomas if in his arthritics he had not encountered many individuals 
with diarrhea which in some cases amounted to an ulcerative colitis. Did he 
find that the personalities of many of his patients resembled the ones that had 
ulcerative colitis? Were they people who had never contributed anything or 
who had not been able to give anything during their lives? We have been 
particularly struck with the number of people with ulcerative colitis who 
presented personalities that were peculiarly inadequate in respect to their 
ability to contribute anything to their social group. 

I also was anxious to hear whether he worked out any ways of differentiat- 
ing individuals who would respond to simple forms of psychotherapy from 
those that you could work with indefinitely without success. 


Dr. WILLIAM C. Garvin (Binghamton, N. Y.).—I think the Columbia- 
Presbyterian group are performing a very fine piece of work in their efforts 
to correlate psychic and somatic syndromes. We must not forget that we 
are adjusted or maladjusted in varying degrees. Hence it is not surprising 
that we find in physical disease evidences of maladjustment in the form of 
neurotic symptoms. The neurotic conflict may act as a precipitating cause of 
the physical manifestations through the well known mechanism of conversion, 
or it may be a complicating factor, or it may play but little part in the 
clinical picture. 

The mechanism of displacement of psychic conflicts into the physical sphere 
is a great mystery to the general practitioner. I think it would be very 
instructive to the physician in general practice, who usually first sees such 
cases, to the medical student and psychiatrist as well, if one of this group 
were to present a paper giving the psychic, physiological and anatomical 
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mechanisms and pathways involved in the various transference physical 
phenomena. I realize that there are many gaps in our knowledge, but a 
start could be made in this direction. Scientific investigation will in time 
doubtless contribute added knowledge. The paper could be illustrated by 
case histories. 


Dr. H. FLANpers DunBAR (New York, N. Y.).—There is a great deal that 
could be said in connection with Dr. Dieterle’s comments, but for the moment 
I would like simply to stress one fact borne out by our findings, namely, that 
many manifestations in the organic sphere which used to be considered organic 
disease entities or inherent constitutional problems, for example, allergic reac- 
tions or hypertension, are found to be rather symptoms of a disease process 
developing gradually in psychic and somatic aspects simultaneously. It is for 
this reason, in addition to the more obvious ones, that many of us are urging 
increasingly that psychiatrists be in regular attendance on our medical and 
surgical wards. 

Dr. Mitchell stressed the factor of the patient’s reaction to his illness. 
It is true that the general physician has always inclined to give it more 
attention than has the specialist. On the other hand, its evaluation may be a 
problem for the specialist in the psychosomatic field, because this socalled 
reaction to the organic disease process, or pathoneurosis, is important par- 
ticularly in those patients who have had a pre-existing psychoneurosis which 
has been brought into prominence by the organic illness. 

So far as fracture patients are concerned it is misleading to discuss in one 
group patients with fracture of the skull, those with fracture of the spine 
and those with fracture of the pelvis. The first group presents an extremely 
complicated picture, whereas the psychic factor is usually relatively clearcut 
and accessible to investigation in the other groups. One is likely to find im- 
mediately after the accident a very great preoccupation with guilt and a num- 
ber of deep-lying neurotic problems. This is often obscured within two or 
three days by concentration on the injured part. This may become so absorb- 
ing that both the psychic mechanisms that may have led to the accident and 
the psychic mechanisms brought out by the accident tend to be obscured. 

One cannot comment too often on the point just raised as to what patients 
gain from their illness. This is probably the psychic factor which most 
readily attracts the attention of the general physician, although it is scarcely 
of etiological significance in the sense often assumed. It is usually a sort of 
compensation for the illness, really a secondary factor. In the patients we 
studied, we found it of importance in only 5 per cent of the cardiac and 
diabetic patients, although in about 15 per cent of fracture patients because 
of the compensation element. (Patients who expect compensation tend to 
concentrate on the injured member, to develop spasm, to continue pain after 
the organic reason for pain has been practically eliminated.) 

Since time does not permit comment on all the points raised I shall close 
with the following: The question of differentiation of patients who can be 
helped by relatively brief psychotherapy from patients with. whom it will 
be a long hard job or with whom prognosis is poor is very difficult. Whereas a 
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description of the type of psychic reaction to be expected in connection with 
various illnesses is useful to the general physician, the question of therapy, 
that is, the evaluation of the effects of psychotherapy (when palliative and 
when radical treatment is indicated) and the wisdom of undertaking it at all, 
is frequently a matter that must be referred to the specialist. On the other 
hand, we can (and I hope will increasingly) give our medical students a better 
orientation here than they have been given heretofore. 


Dr. Gites W. Tuomas (New York, N. Y.).—My attention in the arthritis 
cases was centered on the factors which might precede the onset of the 
arthritis. Of course, psychic reactions to the illness are prominent in all of 
the cases, as would be expected. But the thing which struck me particularly 
was that according to the patient’s story, the general psychic manifestations 
were often less after the development of the frank arthritis than they were 
before. In fact many patients who had considerable anxiety and other psychic 
symptoms would say that once the disease had developed, their fears, etc., 
were less than they had been before. 

In answer to Dr. Gildea, I have seen a number of patients that had 
diarrhea, but have never run into one that had ulcerative colitis. One thing 
which has struck me particularly, is that, roughly, the severity of arthritis 
is more or less in proportion to the severity of the pre-existing disturbance, 
that if the person has been reasonably well adjusted, he is very likely to have 
a relatively mild arthritis with frequent remissions, whereas those that have 
had very severe disturbances are likely to have a much more severe attack of 
the disease. I haven’t enough observations, however, to be certain of this. 


Dr. GeorcE E. DANIELS (New York, N. Y.).—First, in regard to the con- 
stitutional element referred to by Dr. Dieterle. There is no question of the 
constitutional background in all these cases. [I would point out, however, 
the danger of relegating conditions to the constitutional Anlage before various 
other factors have been eliminated. This should be really the irreducible 
minimum to which we arrive rather than the first premise. I think there 
is a real danger in general hospital work if we stop at consultation and classi- 
fication of the neuroses in the general hospital without in at least a few sample 
cases, and as many others as possible, going into the deeper factors which 
these cases present; and that I tried to stress in my paper, emphasizing some 
of the deeper unconscious determinants which, in order to understand, take 
much time and investigation. 

The point of neurotic manifestations as secondary to the disease has already 
been brought out by one of the other discussors in summary. I also would 
like to lay stress on the fact that in my paper I spent very little time on this 
particular factor, important as it is, because I wanted to bring out the 
primary situation which I believe is not well understood. 

I thoroughly agree with one of the discussors that it would be worth while 
having more simple descriptions of some of the conversion phenomena with the 
various elements that enter into them, and in the succeeding years we shall 
try to make good that defect. 
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Comment, 


CHILD NEUROLOGY RESEARCH. 


In submitting the program of Child Neurology Research to 
the readers of the AMERICAN JOURNAL OF PsycCHIATRY, I wish 
especially to emphasize the chief aims of this research project. 
In addition to the subjects which have been enumerated in the 
program, it is very possible that others may have topics in mind 
which have not been included in the list. 

Let me stress the point that the work submitted for approval to 
this Research Council must be thoroughly original. A mere re- 
statement of theories, or mere statistical studies is not sufficient. 
So much of research labor is wasted because the worker, whether 
in laboratory or in hospital or in college, has no well circumscribed 
topic or goal in mind. 

There is, no doubt, excellent opportunity for original research 
in the prompt recognition, prognosis and treatment of the neuroses 
and psychoses of early life. It is certain that the early manifesta- 
tions of psychoses have not been sufficiently studied. Let us have 
factual studies of these conditions from every angle, not mere 
repetition of fanciful or unproven theories. Facts, soberly and 
logically presented, will be most welcome. 

There is so much work already planned with regard to dementia 
precox, that the prosecution of that investigation will no doubt 
be taken care of by other funds. Much, no doubt, could be done 
for the earliest manifestations of the manic-depressive psychosis, 
especially in children of families in which the disease has been 
recurrent and frequent. The psychiatrists will find a fruitful 
field in contributions to the subject of juvenile general paresis, to 
early paranoid states, and of course the various forms of idiocy— 
especially with reference to the influence of the internal glands 
and to general chemical and metabolic disturbances. The psy- 
chiatrists may also consider what they can contribute (again I say 
in a sober, logical fashion) to the development of character, to 
proper home training, and let us have some very careful and 
original studies on the parent-child and teacher-child relationships. 
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It was a great satisfaction to me as Director of this research 
project, that I was able to persuade the Trustees of the Friedsam 
Foundation that neuropsychiatric disorders in early years had a 
very important relation to the development of truancy, delinquency 
and crime. Not merely as neurologists or psychiatrists, but as 
citizens we must endeavor to curb the appalling increase in juvenile 
criminality. 


PROGRAM OF CHILD NEUROLOGY RESEARCH. 


With a grant from the Friedsam Foundation, a special Council 
has been formed “to stimulate research in child neurology and 
allied fields, so that physicians and other scientists may contribute 
to the thorough investigation of the many problems bearing upon 
the care and cure of those afflicted with any of the nervous and 
mental disorders from birth through adolescence.” 

This research work is to be encouraged by stipends, scholarships 
or otherwise, and is not to be limited to any special groups or insti- 
tutions. It is to be national and international in scope. The Council 
consists of three neuro-psychiatrists, in addition to the Director, 
three pediatricians, one orthopedist and two laymen. The laymen 
will help decide problems of a social character. 

The Trustees of the Friedsam Foundation find that neurology 
and psychiatry have important relations to the early training of 
children, to development of character, to general medical and 
home conditions and “ agree with Doctor Sachs that the problems 
of child health and welfare may be properly considered to be 
closely allied fields for investigation.” 

The membership of the Council of Child Neurology Research: 

Dr. Bernard Sachs, Director. 
Dr. Stanley Brady. 

Dr. Howard R. Craig. 

Mr. William E. Grady. 

Dr. Louis Hausman. 

Dr. Foster Kennedy. 

Dr. Herman Schwarz. 

Mr. Nathan Straus. 

Dr. Frederick Tilney. 

Dr. Lewis C. Wagner. 
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Program includes : 


OrGANIC AND FUNCTIONAL DISEASES OF THE NERVOUS SYSTEM 


(1N CHILDREN ). 


a. Prenatal conditions and influences. 

b. Heredity in its relation to nervous and mental disorders of childhood. 
Accurate studies needed. Do the Mendelian laws apply to disease in human 
beings? Heredity versus environment. Studies to this end have been begun. 

c. Influences operative during the intra-uterine period. Effect of disease 
of mother on child. Acute infectious diseases of mother during pregnancy. 
Renal and other disorders. Neurotic condition of mother during pregnancy. 
Accident to mother during pregnancy. Syphilitic disease of either parent. 

d. Accidents and injuries during labor at birth. Resulting physical and 
mental conditions. Treatment of birth and early palsies. 

e. Infectious diseases of early life, especially poliomyelitis and all forms 
of encephalitis. Studies needed in early diagnosis. Bacteriological and im- 
munological problems. Serum treatment and vaccines. 

f. Careful studies of all early paralytic conditions with special reference 
to therapeutic efforts, physical, surgical and orthopedic. Condition of para- 
lytic deformities. Exact studies with aid of orthopedist as to use and limita- 
tion of surgical and non-surgical procedures. Gymnastic training. Benefits 
of under water treatment. Promising contributions already in preparation. 

g. Early speech defects, aphasia of all types, stammering, stuttering. 
Proper treatment and training. 

h. Relation of internal glands to normal development and to nervous dis- 
orders—a very important series of topics. 

j. Studies in lipoid metabolism, bearing upon family and other diseases. 

k. Careful studies in brain chemistry and their bearing upon brain con- 
ditions ; also electric activity of the brain. 

m. Wide studies (already begun) on general subject of convulsions and 
epilepsy in children, in association with pediatrists and neuro-surgeons. Also 
choreas of organic origin. 


n. All the various well-known types of organic and functional spinal cord, 
peripheral and brain diseases, including hereditary and degenerative diseases ; 
the progressive muscular atrophies, dystrophies and myotonias—clinical and 
therapeutic study needed. Brain defects inherited and acquired. Brain 
tumors, origin in early life, early diagnosis. Important studies as to value of 
various diagnostic methods. Ventriculography, encephalography, neuro- 
surgical treatment. 
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NEUROSES AND PsycHOSES OF EArLy LIFE. 


Factual studies relative to the various choreas, tics, hysteria, minor neuroses 
and minor mental peculiarities. Problems of behavior and adjustment. Normal 
behavior. Normal psychology. Early recognition of psychoses, dementia 
przcox, manic depressive psychosis, paranoid conditions, syphilitic and other 
forms of early mental disease, juvenile general paresis. 


III. 
SocraL, PERSONALITY AND HOME PROBLEMS. 


Development of character. Personality studies. Proper home training; 
place of child in family; parent-child and teacher-child relationships ; educa- 
tional methods. Question of social adjustment; physical and mental con- 
dition of child, especially in relation to truancy, delinquency and crime in 
early years. 


The above is given as a general outline of the field now open for 
advanced research. Many other topics may be suggested by men 
and women interested in the health and welfare of children. The 
Council will consider only original work that promises to be fruitful 
of results. The applicant must state distinctly the problem under 
investigation and the methods to be pursued. 


3ERNARD Sacus, M. D. 


TRAUMATIC NEUROSES AND COMPENSATION. 


Those who have to do with accident cases in which neuroses 
have developed know well enough what an impediment to treat- 
ment the feature of compensation and the delays and multiplicities 
of procedure may constitute. A valuable report on “ Vocational 
Rehabilitation and Workmen’s Compensation” has recently been 
compiled by Carl Norcross, Ph. D., of the Rehabilitation Division 
of the New York State Department of Education, following a 
three-year study of lump-sum settlement cases. His findings result 
from a follow-up study of 322 workmen’s compensation cases in 
New York State which were closed by a lump-sum settlement of 
$1000 or more, a method which has been followed in many states 
in the hope or with the belief that a cash award would help to cure 
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a neurosis. Dr. Norcross’s findings do not support this hope or 
this belief. ‘ A careful investigation made a year or more after the 
settlements has convinced us that the value of a cash award is 
vastly overrated,” he writes. “It is the settlement of the case, 
the actual ending of the litigation, which is of value. Whether 
the final compensation award is paid in one lump or extended 
through a number of installments makes little difference to the 
claimant’s condition.” 

The investigation disclosed that 16 per cent of the men had lost 
a large share of their compensation through unwise expenditures. 
The men who had no losses were found to have dissipated their 
funds much more rapidly than they would have under an install- 
ment system. Both because there was found to be a wastage of 
compensation funds, and because there appeared to be no therapy 
in the settlements, the author has recommended that lump-sum 
settlements be discontinued. 

Dr. Norcross makes a number of recommendations for improv- 
ing the handling of neurotic cases in the workmen’s compensation 
rooms. He urges that cases be given a more prompt and careful 
handling. The average neurotic case is open in the workmen’s 
compensation division for nearly three and one-half years, it is 
said, and much of the delay is unnecessary. 

The author states that neurotic conditions grow as cases are 
delayed. He also points out the dangerous policy of permitting 
claimants to read their own medical reports, or to be present when 
physicians are testifying, especially in contested cases where there 
is a difference of opinion. 

In New York a compensation case theoretically may always be 
reopened. The report suggests that it is a poor policy to let neurotic 
claimants know that when their money is spent they may try 
to reopen their cases. The author believes that one of the evils of 
the existing New York system in non-schedule cases is that 
claimants must be willing to accept a lump-sum settlement. After 
a fair offer is made, the neurotic claimant may procrastinate in- 
definitely by refusing such a settlement. Thus the case is delayed, 
and the patient’s mental condition may become worse. The remedy 
suggested by the report is that the referee, acting on competent 


| 
| 


n 
a 
it 
S 
T 
h 
n 
h 


1936] COMMENT 737 


medical advice, fix a fair settlement and close the case, with the 
award being paid in bi-weekly installments. 

To overcome any prejudice the claimant may have toward the 
insurance company, it is suggested that the money be paid to a 
state administered trust fund, which already exists in New York. 
The carrier could close the case on its books, and the claimant 
could be told his case is definitely closed but that he would get all 
his money, regardless of his state of health. The patient would 
not have to remain sick to get his award. 

Provision is made for permitting the claimant to get an advance 
on his compensation for any necessary purpose, including re- 
habilitating himself on a farm or in a small business. 
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ORGANIZATION OF THE AMERICAN LEAGUE AGAINST EPt- 
LEPSY.—The members of the International League Against Epi- 
lepsy who are resident in the United States or Canada have organ- 
ized themselves into an American branch of the League. A consti- 
tution has been adopted and officers have been elected as follows: 

President—William G. Lennox. 

First Vice-President—Mynie G. Peterman. 

Second Vice-President—Temple Fay. 

Secretary-Treasurer—Frederic A. Gibbs. 

Vice-President for America of the International League—Walter B. 
Cannon. 

The chief qualification for membership is an active interest in 
the problem of epilepsy or in the care and treatment of epileptics. 
Persons who are not physicians may be admitted up to ten per cent 
of the membership. Dues, which include membership in the In- 
ternational League, are $3.75 for a four-year period. The next 
annual meeting of the League will be at the time of the American 
Medical Association convention. Interested persons desiring to 
join should communicate with the secretary—Dr. Frederic A. 
Gibbs, 910 Medical Building, Boston City Hospital, Boston, 
Massachusetts. 


Brains DesirED FOR RESEARCH.—The Department of Neu- 
rology and Psychiatry of the Albany Medical College is engaged 
in a research problem which requires brains of individuals under 
45 years of age, who have had either dementia precox or manic- 
depressive psychosis. 

It is necessary that certain conditions be fulfilled in the prepara- 
tion of this material. The necropsy should have been performed 
not later than nine hours after death, and the brain weight recorded 
in grams at the time of necropsy. Brains should be suspended in 
a two-gallon jar of fresh 10 per cent formalin solution where they 
should remain at least 10 days. Brains should not be sliced. Only 
specimens from well studied persons are desirable, and an abstract 
of the history must be accessible. 

All expenses incurred in supplying specimens and abstracts will 
be defrayed. We shall be grateful to those who will be able to 
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supply the desired material. For further instructions write to 
Lloyd H. Ziegler, M. D., Professor of Neurology and Psychiatry, 
Albany Medical College, Albany, N. Y. 


ANNUAL MEETING AMERICAN PSYCHOPATHOLOGICAL Asso- 
CIATION.—The twenty-seventh annual meeting of the American 
Psychopathological Association will be held in Pittsburgh, Pa., 
during the week of May 9, 1937, in cooperation with The American 
Psychiatric Association. 

Papers are necessarily limited to 20 minutes each, and all 
titles must be in the hands of the Secretary not later than the first 
week in February. Communications may be addressed to the 
Secretary, Dr. L. E. Emerson, 370 Commonwealth Ave., Boston, 
Mass. 


FEVER THERAPY ResEARCH.—The fever therapy research de- 
partment of the University of Colorado Medical School and Hos- 
pitals was established in February, 1935. With the use of three 
Kettering Hypertherms 325 cases have been treated, with approxi- 
mately 2500 individual treatments. 

The department consists of three physicians and six psychiatric 
nurse technicians. An average of six treatments have been ad- 
ministered daily. The apparatus was loaned to the University for 
the primary purpose of completing a long term comparative study 
of the value of therapeutic malaria versus artificial fever in the 
treatment of general paresis and other neuro-syphilitic conditions. 
Artificial fever has proved to be of definite value in the treatment 
of neuro-syphilis, Sydenham’s chorea, gonorrhea and its complica- 
tions. Experimental work with the neuropsychiatric conditions 
and miscellaneous somatic diseases has been carried out but no 
conclusions have been reached to date. 

Of particular interest are the delirious reactions observed dur- 
ing the course of pyretotherapy. Attempts have been made to 
evaluate specific causes and measures have been taken to prevent 
and treat delirious episodes. 

From the beginning especial note has been taken of the psy- 
chiatric aspects of artificial fever and a report will be presented 
at the First International Fever Conference to be held in New 
York City in the spring of 1937. 
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THE ELEVENTH INTERNATIONAL CONGRESS ON PsyctloLocy.— 
The Spanish Committee on Organization of the Eleventh Inter- 
national Congress on Psychology has announced that owing to 
the disturbed conditions in Spain the 1937 Congress will not be 
held in Madrid. The Executive Committee has now decided that 
the Eleventh International Congress will be held in Paris, July 25 
to 31, 1937, under the honorary presidency of Professor Pierre 
Janet. The proceedings and program will be essentially as previously 
announced. The president of the Committee on Organization 1s 
Professor Henri Pieron, the general secretary M. I. Meyerson, 
who may be addressed at the Psychological Laboratory at the 
Sorbonne, Paris. 


INSULIN IN DEMENTIA Pra:cox.—Upon the invitation of 
Dr. Frederick W. Parsons, Commissioner of Mental Hygiene for 
the State of New York, Dr. Manfred Sakel of Vienna, originator 
of the hypoglycemic treatment of dementia precox, and now visit- 
ing the United States, is holding a clinic at the Harlem Valley 
State Hospital, Wingdale, New York, to teach a selected group of 
physicians from the state institutions the technique of this new 
form of therapy. 

Dr. Parsons has authorized each state hospital to send a phy- 
sician to the Harlem Valley State Hospital for the period of 
instruction which covers six weeks. 


Dr. Beck TO MicHAEL ReEsE HospitaLt.—Sam- 
uel J. Beck, Ph. D., formerly research associate at the Boston 
Psychopathic Hospital and Rockefeller fellow in psychiatry, has 
been appointed to take charge of the psychological laboratory in 
the Department of Psychiatry at the Michael Reese Hospital, 
Chicago. 
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Book Reviews. 


A Prerace To Nervous Disease. By Stanley Cobb. (Baltimore: William 
Wood & Co., 1936.) 


The problem of presenting to students the data of the anatomy and physiol- 
ogy of the nervous system and of correlating these with manifestations of 
nervous and mental disease, presents great difficulties. Perhaps the most 
common way of evading these difficulties is by breaking up the vast subject 
into specific issues and presenting as many of these as possible in the limited 
time that is available. 

Under the circumstances it seems proper to depend on collateral reading, 
with the aid of which mature students should be able to accomplish for 
themselves a more or less satisfactory integration of the fragmentary ma- 
terial which is presented in various courses of the medical curriculum. 

The booklet before us should be very serviceable as a part of such col- 
lateral reading. The student will gather from it not only a bird’s-eye view 
of the entire field, but also some appreciation of problems still under inves- 
tigation on the frontiers of this field. 


A. J. 


RECOLLECTIONS OF RicHARD Dewey. AN UNFINISHED AUTOBIOGRAPHY. 
Edited by Ethel L. Dewey. (Chicago: The University of Chicago Press, 
1936.) 


When the late Dr. E. N. Brush wrote five years ago a biographical sketch 
of Dr. Richard Dewey for this JouRNAL, we were promised the publication 
of this autobiography now under review. This promise is most delightfully 
realized in the recent issue of a remarkable, if not unique, volume from the 
University of Chicago Press. Surely the word unique may be used advisedly 
since the record covering the life and exploits of a distinguished American 
psychiatrist, who was born in 1845 and died in 1933, finds no parallel else- 
where. In this review it will be possible for the present writer to indicate 
only briefly and discursively the headlights of an extraordinarily active career, 
many phases of which have already been commented upon in the pages of this 
JouRNAL. 

The record opens with his early life in his birthplace, Forrestville, Chau- 
tauqua County, New York, and gives one an admirable picture of his primi- 
tive surroundings and of the wholesome influences, somewhat puritanical it 
is true, to which as a boy he was subjected, under the guidance of strict 
New England parents both of whom played their parts in moulding their 
son’s character. Leaving the village school in 1858, Richard Dewey en- 
tered Dwight’s Rural School at Clinton, New York, where he remained 
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for three years under the noble influence of the Reverend Benjamin Dwight, 
grandson of the illustrious Timothy Dwight, first president of Yale. The 
intervening years before matriculating at Hamilton College, in 1864, were 
stirring ones in the nation and no doubt had their effect at a later date on 
the fifteen year old boy who could not then enlist in the Civil War. All this 
is vividly described in the narrative. 

The removal of his family to Michigan decided the youth to enter the 
University at Ann Arbor where, during his course in arts and medicine, 
to use his own words, “he bathed in the sunshine of golden opportunity.” 
Graduating in 1869, he proceeded to an interneship in Brooklyn, New York, 
for a year before enlisting at the instance of the German Consul in New 
York for service in the field and reserve hospitals in the Franco-Prussian 
war. On the declaration of peace he was decorated “ Fiir Pflichttreue im 
Kriege.” This European period also included a session at the University 
of Berlin under Rudolph Virchow, the celebrated pioneer exponent of 
cellular pathology. 

At this point in the narrative we find letters of unusual interest, written 
to the Nation when the autobiographer was but twenty-five years of age, 
covering some of his eventful experiences in Germany at that time. These 
letters are striking proof of his early skill in the literary style which 
characterized his later contributions to medical as well as general litera- 
ture. In this context it might be added that his writing, both serious 
and humorous throughout the years was prolific, including in medicine 
no fewer than forty titles. Nor may we here forget his eminent services 
during the years 1894-1897 as editor of the AMERICAN JOURNAL OF INSANITY 
(now AMERICAN JOURNAL OF Psycuiatry) after its sale by the Managers of 
the State Hospital at Utica to The American Psychiatric Association. But 
of all this readers of this JourNAL have already been fully informed. 

Soon after his return to New York in 1871, Dr. Dewey became assistant 
physician of the State Hospital for Mental Diseases at Elgin, Illinois, under 
Dr. E. A. Kilbourne, where he remained for eight years until he became the 
medical superintendent of the new State Hospital at Kankakee, Illinois. This 
Kankakee service marks an epoch in the history of American psychiatry in 
so far as it embraces the introduction of the Cottage Plan, of his own crea- 
tion, and numerous other reforms in the care and management of mental 
hospitals, including the abolishment of restraints, the establishment of train- 
ing schools for nurses, and the beginnings of occupational therapy. These 
achievements are touched upon in words of well-deserved praise by Dr. C. B. 
Farrar, the editor of this JouRNAL, in his concise and sympathetic introduction. 

Unfortunately for the State of Illinois, Dr. Dewey’s superintendency at 
Kankakee was abruptly terminated by the machinations of John P. Altgeld, 
first Democratic governor since the Civil War, who allowed his partisan- 
ship in politics to go so far as to make a clean sweep of all the office holders 
of the State not of his party, regardless of merit. After leaving Kankakee, 
Dr. Dewey established an office at Chicago, which led to his becoming director 
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of Milwaukee Sanitarium at Wauwatosa in 1895, where he remained the 
guiding genius of this model institution until his resignation in 1920. Soon 
after this he moved with his family into the serene enjoyment of life in 
California to the end of his days. Unhappily he died before he had finished 
what were to have been the closing chapters of his autobiography which would 
have included the story of his activities at Wauwatosa. It was deemed 
more fitting by his editor daughter on the advice of friends to leave the 
manuscript as he left it rather than to complete it by an alien hand. 

It is trite to say in a favorite phrase of many reviewers, though in this 
case indubitably true, that these Recollections should be on the shelves 
of the library of every institution for mental diseases in America. Not less 
true is it that the book fully deserves individual ownership by psychiatrists, 
either budding or mature, to say nothing of men and women of the laity 
who are interested in the fascinating story of the progress of psychiatry 
throughout the civilized world. 

For, great as was the esteem in which Richard Dewey was held by his 
brethren while he lived his long life, it will assuredly be no mere succés 
d’estime that now awaits his chronicle of abundant achievement as pioneering 
psychiatrist and man of highest character. 

G. BLUMER, 
Providence. 


ELEMENTS oF Psycuotocy. By Knight Dunlap. (St. Louis: The C. V. 
Mosby Company, 1936.) 


Professor Dunlap’s new book is something more than a revision of his 
Elements of Scientific Psychology. It draws freely upon the earlier volume, 
and strengthens the point of view that the author represents. But it also 
gives more adequate treatment of the principles of learning, and of various 
concepts such as emotion, desire, etc. 

As the psychological world well knows, Professor Dunlap’s approach is 
that of the objectivist, who is anxious to jolt the beginning student away 
from popular or mythological conceptions of psychology, and to ground him 
thoroughly in the methods and assumptions of physical science. He holds 
no brief for the many speculative “schools”; and, indeed, he gives no men- 
tion whatever of those modern contributors who seem to cast doubt upon 
the legitimacy of the postulates of atomism, or whose writings savour 
in any way of the “new-fangled.” The response hypothesis is thoroughly 
(and fairly consistently) adopted, and, as would be expected, a rigidly experi- 
mental attitude prevails throughout. The upshot is that this book has 
nothing of the fanciful about it. It is not written for the entertainment 
of the beginner, to lure him with samples and promises of intriguing specu- 
lation about the bizarre and mysterious in human nature. The beginner 
will have to work hard, to concentrate upon his reading, and to be aided 
considerably by an inspiring instructor who will supplement the text by 
vitalized lectures and crucial demonstrations. Not that it is difficult to read. 


| 
| 
| 


744 BOOK REVIEWS [ Nov. 


In fact it is very clear, and always to the point. But psychology, as presented 
by Professor Dunlap, is a serious business. Even the supplementary reading 
suggested at the end of each chapter seems to be chosen carefully, with a 
view to giving the student a few very definite and fairly consistent references, 
rather than opening up an extensive and confusing array of widely divergent 
points of view. 

All this is descriptive rather than critical. The problem of text-books 
for introductory students is a difficult one. No doubt the author has had 
the type of experience with his own publications that leads him to the con- 
victions implied in the present volume. But the treatment is such that it 
will probably be approved by and suited to those approaching psychology 
from a similar angle of regard. For even though there is more adequate 
treatment of conscious phenomena than in the earlier text, there is no mis- 
taking the point of view pervading the whole book. Anything that can 
only with difficulty be brought within the framework of his system is 
omitted; and consequently psychologists who have convictions differing 
widely from those of the author, will deem some of these omissions serious. 
The reviewer is of the opinion that the final chapter ‘ Maladjustment and 
Readjustment” involves perhaps the most difficult problems when attacked 
from the author’s point of view; and in some ways it appears to be the least 
adequate. The text as a whole, however, reflects the high standard and 
careful execution that is expected from Professor Dunlap. 

W. Line, 
University of Toronto. 


RESEARCH IN DEMENTIA Pr.ecox (Past ATTAINMENTS, PRESENT TRENDS 
AND Future Possreiiities). By Nolan D.C. Lewis, M.D. (New York: 
The National Committee for Mental Hygiene, 1936.) 


This book, which reviews the present situation in an important field of 
medical activity, bears witness to a remarkable event in the social field. In 
1934 the Scottish Rite Masons of the Northern Jurisdiction resolved to 
support a research into the cause of dementia precox. The first practical 
step taken to give effect to this resolution was, on the advice of The National 
Committee for Mental Hygiene, to make a preliminary survey of the field. 
This book represents the results of this survey undertaken by Dr. Nolan 
D. C. Lewis, then of St. Elizabeth’s Hospital, Washington, D. C., now 
director of the New York State Psychiatric Institute and Hospital. 

Dr. Lewis first discusses certain general principles which are of im- 
portance in such a research. He devotes the second chapter to the problem 
of the clinical features of schizophrenia or dementia przcox, outlining the 
views of outstanding teachers (Kraepelin, Bleuler, Meyer, etc.), formulating 
briefly the types conventionally recognized. He outlines various problems in 
regard to the clinical features which might well be further investigated in 
a systematic way. A bibliography of thirty-three pages follows this chapter. 

In the following chapter various hypotheses with regard to the origin 
of these disorders are discussed, and the discussion is followed by a bibliog- 
raphy of eighteen pages. 
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The problems which arise with regard to the possible underlying bio- 
chemical and physiological functions are systematically reviewed in the fourth 
chapter. A bibliography of forty-two pages follows this discussion, giving 
an idea of the various aspects of the problem which have attracted dif- 
ferent workers. 

The following chapter takes up what might perhaps with equal logic have 
been the introduction to the book, the problem of differential diagnosis. It 
is a good thing in science as elsewhere to know what one is talking about, 
and it is not always easy in reading a paper on dementia precox or schizo- 
phrenia to know exactly what is the field covered by this term in the author’s 
mind. 

Dr. Lewis in concluding chapters does justice to the therapeutic and ex- 
perimental attacks on the disorders. 

No one can read the book without being stimulated, and the extensive 
bibliography which supplements the author’s systematic review gives some 
indication of the extent of industrious investigation which has been carried 
on in regard to this most important group of mental disorders. 

C. MacrrE CAMPBELL, 
Boston. 


Die SEELENSTORUNGEN DER BLUTDRUCKKRANKEN. Beitrage zur psychia- 
trischen Alterspathologie und zu einer “ Psychiatrie auf pathophysio- 
logischer Grundlage.” By Privatdozent Dr. E. Krapf. (Leipzig und 
Wien: Franz Deuticke 1936.) 


In this monograph Krapf endeavors to explain certain organic psychoses 
on a pathophysiological basis along the lines of Ewald and Kleist. It is 
an attempt to correlate the disease process with the disease manifestations. 
It deals chiefly with the mental manifestations occurring in hypertension and 
what Krapf calls the blood pressure diseases. The author reviews the modern 
conception of hypertension and its relation to arteriosclerosis and is very 
much in favor of the theory of disturbance of cholesterol metabolism and 
of vegetative hormonal disturbances as the underlying causal factors in 
both hypertension and arteriosclerosis. He believes that the episodic character 
of the hypertensive symptoms, especially the clinical manifestation, mirror 
the episodic nature of the underlying pathophysiological process. Trifling 
irritations, alcoholic excesses, faulty diet, change of weather, emotional 
upsets, are all capable of producing functional circulatory imbalance in the 
terminal or preterminal systems inducing a hypertonic episode. He accepts 
Spielmeyer’s theory of angio-spasm of the brain vessels and compares the 
hypertensive reactions with the so-called epileptic manifestations. He dis- 
agrees with Stern who believes that hypertonus is inseparable from arterio- 
sclerosis and, therefore, sees no difference in the neurologic and psychiatric 
clinical manifestations. The major part of the monograph is taken up with 
the various psychiatric manifestations of hypertension. According to Krapf 
the mental disturbances in blood pressure disease are characterized not only 
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by the diversity of manifestations from case to case but by polymorphism 
of the clinical picture in the same individual. He divides the hypertensive 
disturbances in four large groups: (1) Short attacks of unconsciousness ; 
(2) Short lasting ‘“ heteronomous” psychoses with severe disturbances of 
consciousness; (3) ‘“ Homonomous” disturbances of the psychopathological 
type which may last days and months; (4) Permanent personality changes 
with or without episodic manifestations. In the first group he classifies 
absences which are not to be mistaken for dizziness. Discussing this group 
he emphasizes the importance of the forensic aspect in these cases. To the 
second group belong cases with twilight states. Here we find the anxious 
kinetic type, the ecstatic type, cases with the prevailing affect tone of bliss- 
fulness, the hyperkinetic and akinetic types of psychoses, the amentia type, 
the Ganser type, the hallucinoses, the poriomanic twilight states, and the 
delirious types. These various sub-groups are extensively illustrated with 
case material. The third group is characterized chiefly by two types of 
depressive mood which colors the clinical picture: the irritable paranoid 
depression and the anxious depressive state. The prevalence of this type 
of reaction is greater among women than men. Finally, in the fourth group 
cases are considered showing all kinds of non-specific personality changes. 
Discussing the senile psychoses the author singles out the acute episodic 
confusional and delirious reactions in which he believes the same hyper- 
tensive pathophysiologic process probably takes place. He points out the 
difficulty in differentiation of certain types of senile reactions from the 
arteriosclerotic psychoses, believing that in both instances we are dealing 
with the same underlying pathophysiological condition. This is particularly 
emphasized by the fact that many so-called arteriosclerotic cases fail to 
show evidence of arteriosclerotic brain changes at the autopsy. Further con- 
sideration is given to the pre-senile psychoses. On the whole this is a 
rather iteresting contribution to the problem of a certain group of organic 
reactions which is particularly timely because of the increased admission 
rate of the arteriosclerotic and senile patients to state hospitals. 
J. Norxin, 
Poughkeepsie. 


ELECTROPYREXIA IN GENERAL Paratysis. By Leland [:. Hinsie and Joseph R. 
Blalock. (Utica: State Hospitals Press, 1934.) 


The authors state with considerable justice that this is a new field in 
which knowledge is being acquired with great rapidity, hence a review at 
this date of a publication of the middle of 1934 is quite late. There is, how- 
ever, so much material in the little monograph dealing with the literature 
up to the date of publication, and giving so much valuable information con- 
cerning biological changes in heat therapy, that the work is still eminently 
worth a careful study by any one interested in this field of work. 

The monograph divides itself into two parts. The first, of 58 pages, 
is what commends itself particularly, giving as it does a review of the litera- 
ture on electropyrexia, the methods of application, physiology and biochem- 
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istry, as well as a discussion of the thermal death-point of the treponema 
pallidum, the histopathology of general paresis, and the clinical and labora- 
tory results in the disease. 

The second part may be looked upon merely as a short paper of 22 pages 
dealing with the author’s experiences with the use of the ultra-high fre- 
quency or radiotherm in general paresis, and as such needs little considera- 
tion in a review at this time. 

Any one who is to undertake work in this field could do no better than 
get his orientation by reading the first section. This will give one an ex- 
cellent bird’s-eye view. One cannot help wishing, however, that the discussion 
was more extensive. Certainly for orientation it is excellent and gives one 
the important references and a critical but short discussion of each. 

In the part dealing with the clinical and laboratory results, the authors 
have reviewed the literature up to the time of preparation of the manuscript 
in a critical fashion, which must be heartily commended. They have taken 
the pains to analyze the writings in the literature, which are not very 
numerous, and have pointed out in careful fashion the obvious inadequacies, 
discrepancies, and loose statements that so frequently occur. From this point 
of view, it is a good paradigm for others to follow in reviewing literature. 

The authors come to the final conclusion that heat therapy as produced 
by the electrical methods has value but that there is no sufficient evidence 
available that it is more effective than malaria or that it is often as effective. 

H. C. Sotomon, M.D., 
Boston. 


PRINCIPLES AND PRACTICE OF RECREATIONAL THERAPY FOR THE MENTALLY 
Int. By John Eisele Davis, in collaboration with Dr. William Rush 
Dunton, Jr. (New York: A. S. Barnes & Co., 1936.) 


This book, with its foreword by Dr. Adolf Meyer, is an extremely 
valuable contribution to a field of service which is receiving increasing atten- 
tion as the years go by; in particular as a therapeutic agent in assisting to 
balance lives which have needed, but have not valued, recreation. Its well 
thought out and tried out schedules have proven of great value in the mental 
hospitals of the Veterans’ Bureau and are applicable to any large mental 
hospital. This book is just another evidence of the value of working through 
primitive processes in order to bring about better conditions for those of 
the human family who are afflicted with mental disorders; to help such 
patients to adjust to a higher degree of social competency is certainly a 
sound policy as well as an economic one. It is true that recreation alone, 
exclusively, may not carry much weight, but combined with other normal 
activities which all patients in a modern treatment hospital are given, it 
does assist greatly in the social adjustment of many, and undoubtedly may 
add happiness as well. 

For the fine development of seven chapters, any one of which may be used 
as a basis for teaching purposes, this book, more than any other on the 
subject with which the writer is familiar—in fact it is said to be the first 
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complete volume on the subject, written exclusively for work with the 
mentally ill—is unquestionably complete. It gives in each chapter a com- 
plete text for teaching, and in a specific chapter, dealing as it does with 
“ Aims and Objectives,” gives programs for familiar types of disease entities. 
In fact, “ Aims and Objectives ” should prove to be of such value to students 
that it could well be published as a separate monograph, and thus made 
more easily available than the book, “ Recreational Therapy,” in its entirety. 

Mr. Davis has shown, in the years, a gentle though tenacious interest in 
the work, to which he has brought great sympathy for the patients and fine 
cooperation with physicians, as well as a broad understanding of recreation 
to all who are interested in the subject. He bases all statements on the facts 
of his experience, thoroughly analyzed and approved by a beloved physician 
who lives daily with the problem of effectively reconditioning lives. 

The great value of this book should unquestionably place it in the library 
of every mental hospital and in all schools as well. Mr. Davis and Dr. 
Dunton have based the facts, as presented in “Recreational Therapy” on their 
extended experience, and the whole book gains from such a frank and under- 
standing presentation. 

ELeaNnor C. SLaAGLe, 
New York. 


Tue Autonomic Nervous System; ANATOMY, PHYSIOLOGY AND SURGICAL 
TREATMENT. By J. C. White. (New York: The Macmillan Company, 
1935-) 


This book is one of the Macmillan Surgical Monographs edited by Elliott 
C. Cutler. It consists of an introduction and three parts. Part I is con- 
cerned with the historical development of knowledge of the involuntary 
nervous system; the anatomy of the autonomic nervous system; the general 
physiology; the physiological action of drugs and hormones; the physiology 
of visceral pain; methods of study. 

Part II takes up those conditions in which it is possible to modify abnormal 
activity on the part of smooth muscle and glands by destruction of their 
autonomic nerves and also the treatment of visceral pain. It is subdivided 
into sections dealing with the sympathetic nerves in peripheral vascular dis- 
ease; pain in the extremities; the head, meninges, brain and spinal cord; 
the heart and aorta; hypertension; the carotid sinus syndrome; the lungs; 
the gastro-intestinal tract; the innervation of the urogenital tract; the bones 
and joints. 

Part III describes the operative technique of cervical sympathectomies, 
thoracic sympathectomies, abdominal sympathectomies, periarterial sympa- 
thectomy, paravertebral injection of sympathetic rami and ganglia and 
peripheral sympathectomy by crushing the mixed nerves in the lower 
extremities. 


The consideration of each individual subject is brief and complete and 
excellent judgment has been used throughout in regard to what matter should 
be included and how it should be presented. The style is simple and clear 
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so that the entire monograph can be easily read and comprehended. The 
author critically considers the results of treatment in a large number of 
conditions and analyzes those cases which can be helped and those which 
cannot. The book contains 96 figures which are excellently reproduced and 
which simplify the presentation of the material in the text. In addition there 
are 16 tables and a carefully chosen and full bibliography. It can be recom- 
mended as an up-to-date presentation of the subject in all its phases. 
J. N. Petersen, M. D., 
Montreal. 


Emotions AND Bopity CHances. By H. Flanders Dunbar, M.D., Ph. D. 
(New York: Columbia University Press, 1935.) 


This heroic undertaking, supported by the Josiah Macy, Jr., Foundation, 
constitutes a detailed survey of one of the “between fields” among the 
sciences, namely that of psychosomatic interrelationships. The work is essen- 
tially a bibliography which brings together in systematic arrangement and 
mainly in the form of abstracts, with copious direct quotations, the scientific 
contributions from 1910 to 1933 which have “ combined to develop those con- 
cepts in medicine which are the necessary foundation for further research 
in the sphere of psychosomatic problems.” 

In these brief statements the magnitude of the task may be discerned. 
The resulting volume of some 600 pages is an invaluable work of reference, 
presenting an epitome of existing knowledge (2251 titles are represented) 
in one of the most difficult and important, and until very recently most 
neglected fields of medicine. 

In an initial orientation chapter the author discusses the integration and 
differentiation of the psychic and somatic aspects of the organism as reflected 
in the writings of organicists, physiologists, psychologists and clinicians. She 
proceeds then to a consideration of the organism-environment relationship, 
including studies dealing with group reactions and Weltanschauung. Thirty 
pages are devoted to the problem of measurement, covering data obtained 
by the use of the electrencephalogram, the psychogalvanometer, capillary 
microscopy, biochemical methods, the cardiotachometer and the x-ray. 

In the main body of the work which follows, the various organs and 
organ-systems are passed in review, in each section the pertinent literature 
being presented to throw light on the interplay of emotional and physio- 
logical or organic factors and their respective roles in the pathological 
processes with which the clinician has to deal. 

A detailed bibliography occupies 125 pages, and name and subject indices 
are provided. 

This book being the first major attempt of its kind and painstakingly 
carried through will prove indispensable to internist and psychiatrist alike, 
for its subject matter, to quote the author’s appropriate concluding words, 
“is much more than a borderline problem: it is the kernel and focus of all 
medical knowledge and practice.” 


C. B. F. 
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In Memoriam. 


FRANKWOOD EARLE WILLIAMS. 
1883-1936. 


Dr. Frankwood E. Williams died on September 24, 1936, on 
shipboard while returning from Europe. The news of his sudden 
and untimely death came as a great shock to his many friends 
and associates. Dr. Williams had been attending the International 
Conference of Social Work in London and had then conducted an 
American seminar group on a study tour of Soviet Russia. Two 
days before he was due to arrive in New York, he was taken 
acutely ill with intestinal obstruction and radioed a request that 
arrangements be made for immediate surgical care on his arrival, 
but he succumbed a few hours after sending the message. 

The foundations of Dr. Williams’ notable career were laid in four 
of our east north central states. He was born in Cardington, Ohio, 
in 1883; he received his preparatory education at the Shortridge 
High School in Indianapolis, Indiana, graduating in 1903; his col- 
lege education at the University of Wisconsin (A. B., 1907) ; 
and his professional education at the University of Michigan 
(M. D., 1912). The son of a physician, his interest turned naturally 
to medicine, but with a difference; that interest, it was soon evi- 
dent, was to be directed specifically to mental medicine. Dr. Wil- 
liams had a predilection for things psychological from his earliest 
years. Even as a freshman at college he evinced a keen interest 
in mental phenomena and, from preference, chose psychological 
themes in some of his class assignments in English composition. 
In the same way his interest in medical school inclined early 
toward psychiatry, in which he may be said to have “ majored ”’ 
on his own, as it were. 

Immediately after graduation Dr. Williams became resident 
physician at the Michigan State Psychopathic Hospital at Ann 
Arbor, going from there to the Boston Psychopathic Hospital in 
1913, then serving as medical director of the Massachusetts 
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Society for Mental Hygiene (1915-1917) and as chairman of the 
Massachusetts Advisory Prison Board (1916-1917), and finally 
becoming, successively, associate medical director (1917-1922) 
and medical director (1922-1931) of The National Committee for 
Mental Hygiene. It was significant, and characteristic of his 
trend of mind, that Dr. Williams should thus have spent the major 
part of his professional life in the mental hygiene field, for his 
medical and psychiatric interests were throughout strongly colored 
by those broader educational and social interests and activities in 
which he so markedly distinguished himself. 

The National Committee for Mental Hygiene has been singularly 
fortunate in the high caliber of the men chosen to direct it from the 
very beginning. Dr. Williams was one of these. The National 
Committee may be said to have come of age under his director- 
ship—it was 21 years old in 1931 when he retired to enter 
private practice—and in his 14 years of service with the organi- 
zation it enjoyed its most active growth, having by that time de- 
veloped the far-reaching program envisioned in the minds of its 
founders some 20 years before. Those of us associated with the 
National Committee in the years of his leadership know the wisdom 
of his guidance and the significance of his achievements. During 
this time the mental hygiene movement made world-wide progress, 
culminating in the First International Congress on Mental Hygiene 
held in Washington, in 1930, and attended by mental health workers 
from all parts of the globe. Dr. Williams organized the scientific 
program which was so largely responsible for the success of this 
notable conference. He also edited the Congress Proceedings, 
one of the outstanding contributions to mental health literature. 

Among his more notable accomplishments also was his creation 
of Mental Hygiene, principal organ of the mental hygiene move- 
ment in this country, which he so brilliantly edited for 15 years. 
In this connection the following tribute by his successor is worth 
quoting. 


Under his editorship the magazine became more than a professional journal ; 
it has been, in a sense, the spokesman of the mental hygiene movement, 
interpreting in language intelligible to laymen the scientific conceptions on 
which the movement is based and informing the public of the changes and 
developments that are constantly taking place in this great new field. That 
it was able to perform this service was due largely to Dr. Williams’ own 
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broad conception of mental hygiene, not as the exclusive concern of a group 
of scientific and professional workers, but as a basic factor in all human 
affairs, of vital interest to everyone who is struggling with human problems. 

Dr. Williams also rendered conspicuous service during the 
World War, helping effectively to build up the neuropsychiatric 
organization that contributed so much to the success of our military 
forces in France. He was vice-chairman of the War Work Com- 
mittee of The National Committee for Mental Hygiene (1917- 
1919), a member of the War Work Committee of The American 
Psychiatric Association (1917-1920), and served as first assistant 
and later as chief of the Division of Neurology and Psychiatry in 
the Surgeon General’s Office in Washington, holding the rank of 
Major (1918-1919), and Lieutenant-Colonel, M.O. R. C. (1919- 
1929). He was also co-author of the neuropsychiatric history of 
the war (Volume X, Neuropsychiatry, The Medical Department of 
the United States Army in the World War). 

Dr. Williams touched the mental hygiene movement at many 
of its most vital points, helping powerfully to shape its philosophy 
and direction, and profoundly influencing the thought of all 
workers in mental hygiene and related fields. To his leadership, 
energy and vision were due the stimulation and rapid development, 
during the post-war years, of mental health work in the colleges 
and universities, the training of psychiatrists and psychiatric 
social workers for extramural work, the sound professional 
orientation of child guidance, and the general growth of com- 
munity activities and programs in mental hygiene. His early 
passing is a national loss not only to psychiatry and mental hygiene 
but also to general medicine, public health nursing, social case 
work, clinical psychology, criminology and education. In a sense 
he belonged to all of these fields, for they all felt the impact of his 
work and influence, because of the wide range of his interests 
and because it was in the nature of mental hygiene, his chosen 
field of effort, to ramify into and affect these others. His concep- 
tion of mental health was broad and inclusive, going beyond 
“health ” in the restricted sense of that term, and taking in many 
life factors not formerly considered as matters of health. 

Dr. Williams was a bold adventurer in the realms of thought, 
one of the “intellectuals” of the mental hygiene movement, 
original and daring in his conceptual formulations, and a most 
effective interpreter of its principles and teachings ; and he carried 
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his interpretation of the philosophy and meaning of mental hygiene 
to its furthest implications and conclusions, as he saw them. 
He saw mental hygiene as the queen of the social sciences, con- 
sidering it not merely in its constricted clinical approach to the 
individual, but also in terms of the economic and social milieu 
in the broadest sense of its influence on individual and human 
adjustment. His writings on Soviet Russia reflect his social 
philosophy and exemplify his penetrating analysis of the mental 
health problem in terms of that philosophy. He ventured perhaps 
further than many of us felt justified in going in our conclusions, 
but his views were always, on this and other subjects, a stimulus 
and challenge. He was always a leader, out on the frontiers of 
mental-hygiene thought, a thinker of independence, clarity and 
courage, intellectually honest, intense and forthright in his con- 
victions, and exceedingly able in expressing them. 

He was essentially the student, but he was also a great teacher 
who commanded a wide following. As a lecturer and writer he 
was much in demand and contributed widely and deeply to pro- 
fessional and public education in mental hygiene. He taught at 
Smith College School for Social Work (1921-1926), the New 
York School of Social Work (1924), and was on the faculty of the 
New School of Social Research. He was consultant in Mental 
Hygiene to the University Department of Health and lecturer in 
psychiatry at the School of Medicine at Yale University (1926- 
1929), and lectured also at the College of Physicians and Surgeons, 
Columbia University. He served for four terms as chairman of 
the Mental Hygiene Section of the National Conference of Social 
Work (1917-1919 and 1922-1924), as vice-chairman of the Na- 
tional Health Council (1922-1923), as member of the Administra- 
tive Board of the Institute of Child Guidance of the Commonwealth 
Fund (1927-1931), and member of the Advisory Council of the 
Milbank Memorial Fund (1931). He was a trenchant writer and 
a frequent contributor to scientific and professional journals in 
many fields. Both as a writer and editor he was instrumental in 
building up the large body of mental health literature extant today. 
Latterly he devoted himself to practice, study and writing in the 
field of psychoanalysis, serving actively on the Board of Directors 
of the New York Psychoanalytic Institute and on the Editorial 
3oard of the Psychoanalytic Quarterly. 


| 
| 
| 


754 IN MEMORIAM [ Nov. 


His untiniely death brought to a close, all too soon, a productive 
and brilliant career. He left his mark on and contributed distinc- 
tively to every field of effort with which he identified himself in his 
many-sided and varied life work. He was equally successful in 
private practice, carrying over from his “ public” life those rare 
professional and personal qualities which, with his gifts of mind, 
brought him to such eminence as an exponent and leader of the 
mental hygiene movement. His achievements and contributions 
were signally recognized when, in 1927, Colgate University con- 
ferred upon him the honorary degree of Doctor of Science. As a 
fitting conclusion of our tribute to Dr. Williams we may adopt as 
our own the following citation which accompanied the awarding 
of this degree: 

... « His record speaks eloquently of a life of tireless industry, of eager 
and alert intelligence, of broad scientific and human interests. In the field 
of psychiatry his work has been characterized by scientific accuracy and 
thoroughness. In broader fields of medical science he is distinguished for the 
large range of his interests and his achievements. His professional abilities 
and attainments have been quickened and vitalized by a human sympathy 
which makes his life work a beneficent service. 


ArTHUR H. RUGGLEs. 


CHARLES ARTHUR BARAGAR. 
1886-1936. 


At the relatively early age of 50 years, Dr. Charles A. Baragar, 
Commissioner of Mental Health for the Province of Alberta, died 
of pneumonia March 8, 1936. 

Though not actually born in the West—he was born at Stirling, 
Ont., February 22, 1886, Dr. Baragar came with his parents to 
Manitoba at so early an age that he may well be considered one 
of the sons of the province. Reared at Elm Creek, Manitoba, he 
entered Manitoba University and was graduated in arts 1910 
and in medicine 1914. He was a superior student and his enthusi- 
asms both as student and in later years were for things which 
promised a lasting value. In the laboratories of the late Prof. 
Swale Vincent (1909-12) he was a brilliant demonstrator in 
physiology, and also a valued assistant in the writer’s laboratory 
at the Winnipeg General Hospital (1912). 
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While camped one summer at Fox Lake, Ontario, Dr. Baragar 
made a hydrographic survey of the lake and explored a little 
known chain of lakes to the north and east. In Brandon, some 
years later, with the writer and Dr. D. A. Stewart he located 
the site of Brandon House—the old Hudson Bay fort—the ap- 
proximate location of which Dr. Stewart had obtained from 
Hudson Bay records. Later, while president of the local Rotary 
Club, he enlisted the interest of the members and the site was 
purchased for a public park and a cairn and inscribed stone erected 
and dedicated in 1927 on the hundredth anniversary of the building 
of the fort. The same enthusiasm for permanent things he carried 
into his work for improved methods in the management of mental 
disease in Western Canada. 

At the outbreak of the War in 1914 and while assistant super- 
intendent of Ninette Sanatorium, he enlisted as medical officer 
with the 27th Battalion at Winnipeg, signing away any claim for 
sickness that he might later have against the Government on 
account of an old heart lesion discovered at the medical examination. 
His war record was a long and honorable one. In May 1915 he went 
overseas with the 27th Battalion. Later he was transferred to the 
C. A. M. C. attached to military hospitals at Folkestone and Taplow. 
When Colonel Blanchard of Winnipeg arrived overseas with 
No. 3 Casualty Clearing Station he secured his transfer to that 
unit. In 1917 he was with No. 1 Canadian General Hospital at 
Etaples and later in 1917 and 1918 was adjutant and second in 
command to Colonel Hart at the Canadian Special Hospital, Len- 
ham, Kent. 

In the last year of the war he married Miss Eugenie Ledeux, 
a nursing sister in the C. A. M. C. and a former staff nurse at 
Ninette. The marriage was an extremely happy one. 

At the close of the war, Dr. Baragar spent a year in the study of 
psychiatry in London and New York and in 1920 was appointed 
superintendent of the Manitoba Hospital for Mental Diseases at 
Brandon. 

In 1929 he returned to England to spend, as he expected, some 
profitable months in the study of neurology. He was recalled by the 
serious and what proved to be the fatal illness of his wife. 

In 1931 Dr. Baragar received the appointment of Commissioner 
of Mental Health for the Province of Alberta. While anxious to 


| 
| 


756 IN MEMORIAM [ Nov. 


accept, he hesitated to do so on account of his wife’s health. It 
was she herself who finally persuaded him to undertake the new 
duties in Edmonton, but she did not long survive the journey. 

The Eugenie Baragar medal, a gold medal given to the nurse in 
the School of Mental Nursing at the Manitoba Hospital for Mental 
Diseases who has obtained the highest marks for both work and 
personality in her final year, was her husband’s tribute to her 
memory. 

The work of Dr. Baragar in both Manitoba and Alberta will 
have an abiding influence. At Brandon he brought the staff of the 
institution to a high state of efficiency and established the first 
training school for mental nursing in Western Canada. It was his 
continued regret that he was not able to obtain for this school the 
status among other nursing schools that its high standard of 
excellence justified. But in Edmonton he was more successful. 
The school that he established there obtained an affiliation with 
the largest general hospitals of the province and conducted a 
combined four-year course in mental and general nursing. 

The winter of 1935-6 was a hard one for Dr. Baragar. Not only 
was it an exceptionally cold winter but his work was being ham- 
pered and the burden of his own personal duties and responsi- 
bilities much increased by political changes in the province. Follow- 
ing an acute antral infection which had kept him in hospital for 
several weeks, he contracted influenza with pneumonia as a com- 
plication, which led to his death in the early spring. He was buried 
in Edmonton. To the Manitoba Hospital for Mental Diseases he 
left his valuable medical library, and there on Sunday, March 15, 
1936, a memorial service was held in his honor, at which the patients 
of the hospital, the staff and many of his more intimate Brandon 
friends formed a sorrowing audience. 

Until the end Arthur Baragar was true to the West. Among his 
papers after his death was found an invitation from an eastern 
province to assume there a position similar to that held by him in 
Alberta and combined with it the chair of psychiatry in an im- 
portant eastern university, an invitation which he had not accepted. 

SipNEY J. S. PErrce. 
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